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The old saying that “a disease with many remedies has 
no cure” is sometimes rather unjustly applied to scabies, 
for sulphur has for many centuries been regarded, with 
good reason, as a specific in its treatment. Nevertheless, 
the search for a better remedy has continued, and to-day 
the increased incidence of scabies in this country, particu- 
larly among the armed Forces, has once again centred 
attention on the treatment of this troublesome and time- 
wasting disease, with the result that numerous remedies 
have been advocated to supplant the traditional sulphur 
therapy. This search for a better remedy seems to be 
due partly to the liability of sulphur to provoke dermatitis, 
and partly to the fact that it is commonly prescribed in 
the inelegant form of an ointment, which. is uncomfortable 
for the patient and damaging to his clothes. 


At the present time the three principal rivals to treatment 
by sulphur or its inorganic compounds are preparations con- 
taining one of the following three drugs: benzyl benzoate 
(“ proscabin”); rotenone, a constituent of derris root 
(“ sarevan ”) ; and dimethylthianthrene (“ mitigal,” ‘“ sudermo ”’), 
which is an organic sulphur compound. Although these three 
drugs are all known to be efficacious, there unfortunately exists 
considerable difference of opinion regarding their respective 
merits. Other important points upon which agreement has not 
been reached are the preparation of the patient for treatment 
and the necessity or otherwise for disinfesting the patient’s 
clothes after treatment. 

It is our object to discuss these points in the light of our own 
investigations, and to give a brief account of some experiments 
in which the therapeutic action of benzyl benzoate and dimethyl- 
thianthrene has been compared with that of a new substance— 
tetraethylthiuram monosulphide—supplied to us by Imperial 
Chemical Industries Ltd. 


Choice of Vehicle for applying Sarcopticidal Drugs 


As Mumford (1938) points out, there has been a tendency 
to overlook the importance of the vehicle in which drugs are 
applied to the skin. For example, benzyl benzoate is usually 
given in a mixture of soft soap and rectified spirit, which is 
irritating to the skin and painful when applied to scratched 
areas ; and sulphur is commonly applied in a mixture consisting 
largely of hard and soft paraffin—substances that have small 
penetrating power. Eller and Wolff (1939) have shown that, 
in general, animal and vegetable oils penetrate the skin, via 
the hair follicles and sebaceous glands, more readily than do 
mineral oils, and this has been confirmed by Harry (1941). We 
have shown (Gordon and Seaton, 1941) that tetraethylthiuram 
monosulphide, dimethylthianthrene, and benzyl benzoate, when 
mixed with an equal quantity of a vegetable oil (the methyl 
ester of the fatty acids of coco-nut oil), all penetrate the skin 
within 15 minutes of their application, and that they do so at 
an equal rate and to a similar depth. 

Several proprietary preparations for application in scabies 
make use of surface active agents, with a view to increasing 
their power of penetrating the burrows. The effect of adding 
such an agent to an oil is to allow it to form a stable emulsion 
in water without impairing its miscibility with other oils. Con- 


sequently, such a mixture is able to blend with both the oily 
and the watery secretions of the skin and thus to come into 
more intimate contact with the tissues. On theoretical grounds, 
therefore, a sarcopticidal drug should be prescribed in solution 
in an animal or vegetable oil to which a small amount of a 
surface active agent has been added. We have, however, 
examined the effect of adding a small percentage of a surface 
active agent (the condensation product of a mixture of higher 
fatty alcohols, mainly cetyl alcohol, with ethylene oxide) to 
tetraethylthiuram monosulphide, and have found that the 
sarcopticidal action of this drug was apparently diminished by 
such an addition (Gordon and Seaton, 1941). A possible ex- 
planation is that the surface active agent produced too high a 
degree of diffusion of the drug into the deeper layers of the skin, 
where the mites do not occur. 


Preparation of the Patient for Treatment 


Most dermatologists consider that, whatever the drug used, 
its application should be preceded by a hot bath, during which 
the body is soaped and scrubbed in order to lay open the 
burrows, thus rendering the mites and eggs more accessible. We 
have shown (Gordon and Seaton, 1941) that in rat scabies pre- 
liminary washing and scrubbing not only open most of the 
burrows but mechanically remove numerous superficial mites 
and eggs. Although it is reasonable to suppose that this pre- 
liminary bathing is a valuable adjunct to the treatment of 
human scabies it is possibly not essential, for Saunders (1941), 
using a suspension of derris root, was able to dispense with it. 
None the less, bathing should not be omitted if facilities are 
available. 

Furthermore, scabies is not a disease which should be left 
to the patient to treat. To give a person suffering from scabies 
a prescription for sulphur ointment and instructions for its use 
is unlikely to prove satisfactory, since in many homes facilities 
for adequate treatment do not exist. It is noteworthy that the 
most satisfactory results, irrespective of the drug used, come 
from clinics, where the treatment is carried out under skilled 
supervision, or from the Services, where the patients are under 
discipline. It should also be recognized that it is often useless 
to treat a patient unless his contacts are treated simultaneously 
—a point which was emphasized by Kissmeyer (1937), who was 
accustomed to treat contacts whether or not they showed signs 
of infection. From this it follows that the adequate provision 
of centres where the treatment of scabies can be carried out 
is an important measure in the control of the present epidemic. 


Necessity for Disinfecting Clothes at the Conclusion of 
Treatment 


It is the usual practice, at the end of a course of treatment, 
to order the patient’s underclothes and bedding to be disinfested, 
although from time to time the necessity for this procedure has 
been doubted. Hebra as long ago as 1868 stated that of 1,500 
cases treated annually at his hospital less than 1% relapsed, 
although disinfestation of clothes was not practised; and 
recently Mellanby (1941) succeeded in infecting volunteers with 
the underclothes or blankets of scabietic patients in only 2 out 
of 63 trials, and stated his belief that scabies is normally 
spread by personal contact. On the other hand, MacCormac 
and Small (1917) concluded that blankets were the chief means 

4248 








686 JUNE 6, 1942 


TREATMENT OF SCABIES 


BRITISH 
MEDICAL JOURNAL 





of disseminating infection among groups of men quartered to- 
gether, and Munro (1919) infected 2 out of 6 volunteers who 
slept in beds previously occupied by scabies patients. Munro 
was also able to transfer the infection by the gloves and under- 
clothing of infected persons, and showed that such under- 
clothing might remain infective under ordinary atmospheric 
conditions for at least 11 days; We have been able to transfer 
scabies from one rat to another by means of a piece of artificial 
silk, which was loosely wrapped round the tail of an infected 
rat for 12 hours and then transferred to a healthy rat for 24 
hours. One such piece of artificial silk which had been applied 
overnight to the tail of a heavily infected rat was dissolved 
in acetone and the solution centrifuged. - In the deposit were 
found one egg and 156 mites, of which over 90% were larvae. 
It is therefore certain that scabies may be acquired from in- 
fected clothing, although it is not yet known whether in human 
scabies this method of transmission is common enough to 
warrant the disinfestation of clothing in every case. 


Choice of Sarcopticide 

Apart from sulphur ointment, the objections to which have 
been mentioned, the substances in general use, as already stated, 
usually contain benzyl benzoate, rotenone, or dimethylthian- 
threne. 

The use of benzyl benzoate in the treatment of scabies was 
first reported by Kissmeyer (1937), who treated some 8,000 
cases. He found that the relapse rate was about 5%, and 
claimed that serious dermatitis did not occur. The benzyl 
benzoate was applied mixed with equal parts of soft soap and 
isopropyl alcohol, a prescription which is at present widely 
used, with the substitution of rectified spirit for the more costly 
isopropyl alcohol. Kissmeyer’s treatment, which had the ad- 
vantage of rapidity (it took less than an hour to complete), was 
carried out as follows: 


The patient anoints the whole body with soft soap, which is 
rubbed with special care into the affected parts. He then rubs 
himself for 10 minutes in a bath at 100° F., and while still wet 
applies the lotion to the whole body for 10 minutes. He allows 
himself to dry, and then applies the lotion for a further 5 
minutes, after which he gently dries himself with a towel and 
resumes his clothes. Twenty-four hours later a second bath is 
taken and clean clothes are put on, the dirty ones being 
sterilized. 


Dimethylthianthrene, under the name of mitigal, was intro- 
duced in Germany by Bayer after the end of the war of 1914-18. 
It is an oily liquid containing about 25% of combined sulphur. 
The earliest reports of its use were uniformly enthusiastic 
(Tiefenbrunner, 1921 ; Sauerbrey, 1921 ; Kromayer, 1921), and 
emphasized the non-irritant nature of the drug; but Kiess 
(1922), who developed a “rapid cure” in which mitigal was 
applied twice, with an interval of one hour, found that derma- 
titis was apt to occur, particularly if the drug was not washed off 
after 24 hours. In this country it is the usual practice to apply 
dimethylthianthrene on each of three successive days, after the 
preliminary bath. 

Rotenone, a complex organic substance which is present in 
derris root in amounts up to 10%, was first used in the treat- 
ment of scabies by Japanese workers, who afterwards aban- 
doned it, considering it to be too irritant. Later, in the same 
country, Ra (1936) successfully tried a bromine derivative of 
rotenone in a small series of cases. Thomas and Miller (1940) 
used 1% or 2% rotenone for the treatment of 24 cases, and 
claimed that it was safe, effective, and non-irritant. Other 
writers, however, have stressed the liability of rotenone to pro- 
voke dermatitis, particularly of the scrotum, in which site it 
is apt to be severe and intractable (Mumford, 1941 ; Carslaw, 
1941). Because of the relative scarcity and expense of rotenone 
Saunders (1941) treated 90 military cases with a suspension of 
derris in soapy water, in the proportion of 4 oz. to 1 gallon, 
3 applications being made on each of 2 successive days. Eighty- 
three out of 84 of these patients were said to be cured when 
examined 4 weeks after treatment. Scrotal dermatitis was 
observed in a number of cases, but it was so mild as seldom 
to require treatment. Saunders found that this dermatitis 
occurred in an even milder form in 3 out of 50 cases treated 
with half-strength suspension. It should be noted that 
Saunders’s suspension contained at most 0.25% of rotenone, 
and probably less. An important feature of his treatment was 


that baths and disinfestation of clothing were found unneces- 
sary. This observation was confirmed by Buchan (1941), 
working with naval cases, but Forman (1942) failed to cure 
6 out of 15 out-patients treated by this method. Thus a treat- 
ment which was highly successful for Service personnel, subject 
to discipline, failed in a civilian out-patient department, a fact 
which emphasizes the necessity for the proper supervision of 
treatment. ° 

It will be seen that, from a survey of the literature, it is 
impossible to decide which drug is the most suitable sarcopti- 
cide. All are more or less apt to cause dermatitis, and all are 
more or less effective when properly used. We therefore 
selected two drugs of established value, benzyl benzoate and 
dimethylthianthrene, for purposes of comparison with tetra- 
ethylthiuram monosulphide. We did not use rotenone, partly 
because of its reputation for provoking dermatitis in the strength 
ordinarily employed, and partly because it is unsuitable for 
administration in the oily vehicle which was used for the other 
preparations. 

Tetraethylthiuram monosulphide is a crystalline solid of a 
tawny-yellow colour, melting at about body temperature and 
soluble in the usual organic solvents. Its chemical constitution 
is (C,H,),NCS.S.SNC(C,H,)., and it thus contains about 37% 
of combined sulphur. It is not yet on the market, but is likely 
to be so in the near future. 


Effects of Benzyl Benzoate, Dimethylthianthrene, and 
Tetraethylthiuram Monosulphide Compared 

The animals used in our experiments were, for the most part, 
albino rats naturally infected with mites of the genus Notoédres, 
which commonly cause scabies in rodents and other small 
mammals and occasionally infect man (Buxton, 1941). Though 
differing from Sarcoptes in certain anatomical points, Notoédres 
is essentially similar to it in its life-history and in its response 
to treatment. Its tendency is to produce heavy infestation 
approximating, in the amount of scabbing and the number of 
mites present, more to the so-called “* Norwegian scabies ” than 
to the ordinary human infection. This form of scabies is well 
adapted for the comparison of different remedies, since it per- 
mits the effects of the drugs on the mites and their eggs to be 
examined histologically at varying intervals after application. 
The three drugs were applied in 50% dilution in the methyl 
ester of the fatty acids of coco-nut oil,* and before use they 
were saturated with Sudan IV (Scharlach R), so that their sub- 
sequent distribution in the tissues might be determined micro- 
scopically. Before application of the mixtures of drug, vehicle, 
and dye the areas of skin to be treated (usually the tails) were 
subjected to a standardized form of washing, after which the 
preparations were massaged into the skin for 3 minutes. 
Portions of the skin were removed 24 hours and 3 days later, 
fixed in formol saline, and sectioned by the freezing microtome. 
The sections were examined microscopically, and the distribu- 
tion of the dye and the presence or absence of degeneration 
in the mites and eggs were noted. 


Results 
The results with regard to staining and degeneracy of the 
mites and eggs 24 hours and 3 days after application of 
the drugs are shown in Tables I and II. 


TaBLe I.—Comparative Effects on Mites after Rubbing in the 
Drugs for 3 Minutes 











24 Hours Afterwards 3 Days Afterwards 
Drug No. of | De 
® gen- : No. of | Degen- : 
Mites erate Stained Mites erate Stained 
Dimethylthianthrene. . 45 49% 91% 68 " 94% 98% 
Benzyl benzoate oe 72 67% 969° 60 100% 100% 
Tetraethylthiuram 62 716% 98 yi 68 100% 100% 
monosulphide 

















From the tables it can be seen that all or almost all the 
mites were killed 3 days after a single application of any of 
the drugs. That tetraethylthiuram monosulphide had the most 
rapid action is shown by the observations made 24 hours after 
the application. The eggs were evidently more resistant than 





* This diluent is not altogether suitable for tetraethylthiuram mono- 
sulphide, as at low temperatures crystallization takes place in the 
mixture. 
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the mites, a considerable number being apparently unaffected 
by the treatment, although almost all of them contained stain, 
and therefore presumably drug. There was no significant differ- 
ence between the actions of benzyl benzoate and dimethylthian- 
threne on the eggs, both being inferior to tetraethylthiuram 


TaBLE II.—Comparative Effects on Eggs after Rubbing in the 
Drugs for 3 Minutes 

















24 Hours Afterwards 3 Days Afterwards 
Drug No. of | De 
R gen- : No. of | Degen- : 
Eggs exate Stained Eggs eats Stained 
Dimethylthianthrene. . 36 25% 69% 10 50% 90% 
Benzyl benzoate 716 34% 99% 58 47% 100% 
Tetraethylthiuram 65 50% 98% 45 78% 98% 
monosulphide 














monosulphide, which was more lethal and more rapid in 
its action. The results show that a single application of any 
of the drugs was probably insufficient to produce a cure, and 
we suggest that in human scabies it would be a sound policy 
to make a second application of the drug after a week, by which 
time any viable eggs would have hatched. 

We would emphasize that these results have been obtained 
in animal scabies caused by mites of the genus Notoédres ; but 
we consider it is probable that they are applicable to human 
scabies caused by Sarcoptes scabiei. We are unable to say to 
what extent tetraethylthiuram monosulphide may produce 
dermatitis, but its superiority over benzyl benzoate and di- 
methylthianthrene suggests that it should be given a clinical 
trial. 

Summary and Conclusions 


The conclusions we have reached as a result of the experi- 
ments may be summarized as follows: 


Preliminary washing and scrubbing of the skin facilitated the 
sarcopticidal action of the drugs tested. 

The vegetable oil used as a vehicle for the drugs allowed 
these to penetrate the skin to a satisfactory depth within 15 
minutes of their application. Such a vehicle should prove more 
satisfactory than the semi-solid mineral substances commonly 
used as ointment bases. 

A single application of any of the drugs tested produced 
degenerative changes in almost all the mites within 3 days, but 
a proportion of the eggs still remained apparently unaffected. 
It is suggested, therefore, that a second application of the drug 
should be made after an interval of a week, by which time any 
eggs which survived the first appiicaticn would have hatched. 

The results of our investigations of animal scabies supported 
the generally accepted view that the larval mites leave their 
burrows, wander on the surface of the skin and clothing, and 
can be transmitted by the garments. Until the frequency with 
which this occurs in human scabies has been determined it 


" would be unwise to dispense with the disinfestation of under- 


garments and bedclothes. 

No significant difference was detected between the actions of 
benzyl benzoate and dimethylthianthrene (mitigal). Tetraethyl- 
thiuram mcnosulphide was more rapid and more lethal in its 
action than either of those drugs ; its superiority was such that 
it is worthy of a trial in human scabies. 


We are indebted to Dr. C. M. Scott and other members of the 
staff of I.C.I. Ltd. for supplying the various drugs used in the 
experiments and for their advice concerning certain technical points ; 
and to Dr. E. Glover at the National Institute for Medical 
Research, who provided us with a strain of Notoédres-infected 
albino rats. 
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PENETRATION AND DISTRIBUTION OF 
SODIUM SULPHACETAMIDE IN OCULAR 
TISSUES OF RABBITS 
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AND 
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Recent work has shown that the local application of 
sulphonamides may be of value in the prevention and 
treatment of septic conditions. Thus various investigators 
have used sulphonamides in the form of. powders and pastes 
(Colebrook, 1941; Fraser, 1941; Buxton, 1940; Robson 
and Wallace, 1941; Hrad, 1941) for the local treatment 
of wounds and burns. A great advantage of such a method 
of administration is that much higher concentrations can 
be attained locally than can safely be produced by the 
oral or parenteral routes; moreover, the whole organism 
is not flooded with the drug, and toxic symptoms are thus 
avoided. 

A number of sulphonamides have been used for this method 
of treatment. It is important that the substances should pene- 
trate readily into the tissues without producing any injury. It 
appears likely that penetration will be favoured by a reason- 
able degree of solubility in water, and that injury will be kept 
to a minimum if the solution does not appreciably deviate from 
neutrality. The number of sulphonamides possessing these 
properties is limited. Among these, sodium sulphacetamide 
(albucid soluble) has proved of value when applied locally in 
the treatment of eye infections and burns, and there is, more- 
over, evidence that its application produces a beneficial effect’ 
on experimental infections of the cornea with B. pyocyaneus 
in rabbits (Robson and Scott, 1942). It seemed of interest, 
therefore, to determine how readily this substance penetrates 


into the tissues and how rapidly it diffuses through them and 


reaches the general circulation; this was the object of the 


present investigation. 


Methods of Investigation 


Experiments were performed on 75 mature rabbits of both 
sexes and various breeds. For the prolonged application of 
the solutions celluloid funnels were’ made (see Fig. 1). These 











Fic. 1.—Showing the celluloid funnels in position in the eyes 
of a rabbit, in the method used for the prolonged application of 
solutions. 


were placed into the conjunctival sac under ether anaesthesia 
and kept in position by means of purse-string sutures through 
the lids. The funnels were so designed that their apertures 
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had a diameter greater than that of the cornea. The flanges 
therefore lay against the conjunctiva overlying the sclera, and 
no part of the funnel was in contact with the cornea. The 
amount of solution put into the funnel (3 c.cm.) was such that 
the cornea was not subjected to any appreciable fluid pressure. 
Care was taken to remove air bubbles after filling up the 
funnels. The solutions (2.5% or 30%) were applied for various 
periods, at the end of which the funnels were removed and 
the eyes excised for analysis. 


In the second series of experiments, designed to study the 
rate of removal of the drug introduced into the eye, the funnels 
were taken out after standard periods of exposure to a 2.5% 
or 30°, solution, and the conjunctival sac thoroughly washed 


methods, and were found to agree to within 5%. The analyses 
were completed on the day of the animal experiment. 


Results 

The concentrations of sodium sulphacetamide in mg./100 
c.cm. produced in a number of ocular tissues after various 
periods of- exposure to a 2.5% or 30% solution of the drug 
and at various periods after cessation of exposure are shown 
in Tables I and II: the extent of. individual variation was 
large, and hence both the mean and the range are given. 

In part 1 of each of these tables are shown the concentrations 
attained in the various tissues after 5, 15, and 30 minutes’ 
exposure to a 2.5% or 30% solution. Part 2 of each table 






































































































































TABLE I 
| oo Cornea Conjunctiva Aqueous Iris Sclera 
in ” eee oe 5 | 
: ; No. of No. of No. of ’ No. of 
Min. | Mean Range Sato Mean Range eves. Mean | Range Expts. Mean ; Range Expts. Mean | Range Expts. 
1. Period of ex-| 5 | 227 | 138-407 6 132 | 52-246 5 16 | T-465| 6 T oat 5 83 | 14-160| 5 
posure to a 308% 15 966 | 354-1,490 787 39-1,725 5 192 32-415 9 .118 63-258 9 137 49-905 8 
solution 30 928 375-1,590 9 664 | 224-1,030 7 354 |115-685 10 175 49-269 9 127 42-219 9 
2. Periodaftercess- | 15 | 211 | 88-356 9 89 | 24-182 8 123 | 39-260| 8 45 | 9-108] 9 2 | 032 | 9 
ation of exposure 60 77 26-134 9 15 0-46 9 45 12-112 6 33-5 2-118 9 10 0-49 9 
of 15 min. to a 120 62 15-118 6 7°5 0-23 6 17 7-5-33 6 2:1 0-6-4 6 0 -= 6 
30% solution 
T=trace. 
TABLE II 
| 
Times Cornea Conjunctiva Aqueous Iris Sclera 
in 
. 3 No. of No. of No. of 
| Min. | Mean | Range voted Mean | Range aed Mean | Range apes. Mean | Range | Eyiys, | Mean | Range | Exits, 
1. Period of ex-| 5 | 23 11-30 5 31 11-63 5 0 wa 5 T — 3 
posure to a 2-5% iS‘) %% 47-130 7 63 37-140 7 9 3-23 7 T — 3 
solution 30 117 51-254 8 89 26-154 8 15 8-44 8 5 T-25 8 17 0-45 9 
2. Period after cess- 15 32 17-62 10 10 1-23 6 6 3-13 10 6 3-9 6 8 7-10 3 
ation of exposure 60 21 14-35 10 8 T-16 6 8 4-12 10 6 2-11 6 3 0-54 3 
of 30 min. to a 120 13 10-17 8 9 0-20 8 6 5-7 8 5 1-10 8 
2:5% solution 
T=trace. 


out with saline in order to prevent any further absorption of 
the drug. After various periods the eyes were then removed 
for analysis. 


Under clinical conditions drugs are often applied to the eye 
in the form of drops. A third series of experiments was there- 
fore devised in order to study the penetration of the drug when 
drops were instilled into the conjunctival sac. The animals 
were anaesthetized with ether and the lids were held open so 
that the conjunctival sac formed a pocket. Some drops (0.1 
c.cm.) of the solution (2.5% or 30%) were placed on to the 
cornea and conjunctiva and distributed throughout the sac by 
opening and closing the lids several times in order to imitate 
the conditions prevailing in the unanaesthetized subject. After 
15 or 60 minutes the eyes were excised for analysis. 


In all cases the eyes were washed in saline immediately after 
removal and dried on blotting-paper. The various tissues were 
then dissected off, rapidly washed in saline, and dried on 
blotting-paper. 

The chemical analysis was based on the revised method of 
Marshall and Litchfield (1938), using dimethyl-a-naphthylamine 
as coupling agent. The preparation of the tissue extracts was 
carried out by a method similar to the one described by Bellows 
and Chinn (1939). The weighed tissues were thoroughly ground 
with 1 g. of clean sand and 4 ¢.cm. of 15% trichloracetic acid 
in small glass mortars. The suspension was then washed into 
centrifuge tubes calibrated at 8 c.cm. and made up to the 
mark with water. After centrifuging for 15 minutes, 2 c.cm. 
of each supernatant fluid was pipetted into wide test-tubes and 
diluted with 2 c.cm. of water. The perfectly clear solution 
was then diazotized and coupled. Instead of ammonium sulph- 
amate, which is not at present commercially available, a 20% 
solution of urea was found satisfactory for destroying any 
excess of nitrite. Readings were taken after half an hour to 
ensure maximum development of colour. Comparison was 
made with freshly prepared sodium sulphacetamide standards 
of appropriate concentrations, using a visual colorimeter 
(Hellige’s colorimeter) for the more intense colours and a Zeiss 
stupho-photometer for the lower concentrations of sodium 
sulphacetamide. Readings were occasionally made by both 


gives the concentrations noted at various times after the end 
of a standard period of exposure—i.e., after the funnels had 
been removed and the conjunctival sacs washed out. The dura- 
tion of the preliminary exposure was 30 minutes for the 2.5% 
solution. This long preliminary period was adopted in order 
to obtain high concentrations in the ocular tissues and thus 
to be able to follow the rate of removal of the drug over a 
wide range of concentrations. When the eye was exposed to 
a 30% solution of sodium sulphacetamide it was found that 
oedema of the cornea tended to develop when the period of 
exposure was greater than 15 minutes. This oedema might 
very well interfere with the removal of the drug. It was 


therefore deemed advisable, with the 30% solution, to restrict - 


the standard preliminary period of exposure to 15 minutes. 

A striking feature of the results is the rapid rate at which 
the drug diffuses into the cornea and conjunctiva. Even with a 
2.5% solution, concentrations were obtained well above those 
produced in the blood and in the tissues when sulphonamides 
are given by mouth. Moreover, the diffusion of the drug into 
these tissues went on progressively, so that by the end of 30 
minutes of exposure the concentrations were some ten times 
greater than are usually present in the blood stream following 
oral or parenteral administration (Figs. 2 and 3). The diffusion 
into the aqueous and iris lags well behind, and the concentra- 
tions reached were much smaller. Nevertheless, after 15 minutes 
the concentrations in the aqueous were of the order of those 
produced by oral administration of therapeutic doses of the 
drug. In the case of the iris appreciable concentrations were 
reached only after an exposure of 30 minutes, and the same 
applies to the sclera, into which the drug also diffused slowly. 

The relative rates of diffusion following the application of 


a 30% solution were similar in type to those discussed above 


for the 2.5% solution, though the actual figures were of course 
much higher. The drug diffused very rapidly into the cornea 
and conjunctiva, and by the end of 5 minutes of exposure 
concentrations of the order of 100 mg. per 100 c.cm. were 
produced in these tissues. By the end of 15 minutes the figures 
obtained were exceedingly high (around 800 mg. per 100 c.cm.), 
and such concentrations presumably tended to produce damage 
to the tissues, since, with 30% solutions, oedema of the cornea 
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was frequently observed after periods of exposure of more than 
15 minutes. It is to be supposed that the damage so produced 
in the tissues interferes with the further entry of the drug, 
since the concentrations did not rise after a further period of 
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Fic. 2.—Illustrating the rise in the sodium sulphacetamide 
content of ocular tissues with increasing periods of application 
of a 30% solution, and the fali at various times after cessation 
of exposure. 
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Fic. 3.—Illustrating the rise in the sodium sulphacetamide 
content of ocular tissues with increasing periods of application 
of a 2.5% solution, and the fall at various times after cessation 
of exposure. 


exposure, and indeed appeared to fall. In view of the wide 
individual variation among different animals this observed fall 
in the mean values is, however, not statistically significant. 
The rate of diffusion into the aqueous and iris again lagged 


lens, and even on exposure of ‘the eye to a 30% solution for 
half an hour the highest concentration observed was 6.8 mg. 
per 100 c.cm. Rather higher concentrations were found in the 
vitreous. When the eye was exposed to a 30% solution the 
mean values after 5, 15, and 30 minutes were 5.2, 7.7, and 
10.3 mg. respectively ; with a 2.5% solution only traces of 
the drug were found in the vitreous and none in the lens. 

In order to exclude completely the possibility that the drug 
reached the ocular tissues in any appreciable concentrations 
after absorption into the blood stream, the sulphonamide con- 
tent of the blood was determined in a number of the above 
experiments. Blood samples were taken through a cannula 
inserted into the femoral artery before beginning the experi- 
ment. The highest blood concentration found when both eyes 
were exposed for half an hour to a 30% solution was 7 mg. 
per 100 c.cm., but in other experiments much lower values 
were obtained, ranging from 0.4 to 3.7 mg. for an exposure of 
both eyes to a 30% solution for 15 minutes. 

When exposure of the eye to the drug ceased the concen- 
trations in the conjunctiva and cornea fell very rapidly, and 
within 15 minutes the greater part of the drug had diffused 
out of these tissues. After this period, however, the rate of 
diffusion became very much slower, so that even after 2 hours 
quite appreciable amounts of the sulphonamide were still 
present, especially in the cornea. In the case of the other 
tissues the initial rate of fall was not so marked, and it became 
slower still in the subsequent period. An important feature of 
these results is that even 2 hours after cessation of exposure 
the cornea, conjunctiva, and aqueous still contained concen- 
trations of the drug at or above the therapeutic level. 

The concentrations of sodium sulphacetamide in mg. per 
100 c.cm. produced in the various ocular tissues 15 and 60 
minutes after the instillation of drops (2.5% and 30%) into 
the conjunctival sac are shown in Table III. Each value repre- 
sents the mean of 6 experiments. As was to be expected, the 
values were very much lower than when the eye is subjected 
to the continued action of the solution, as in the experiments 
with the funnels. Nevertheless, therapeutically active concen- 
trations were usually present in the cornea and conjunctiva one 
hour after the application of the drops of the 30% solution, 
though such was not the case for the aqueous, iris, and sclera. 
With the 2.5% drops the therapeutically active concentrations 
were found only in the conjunctiva 15 minutes after application. 
The cornea contained but small amounts, and not even a trace 
of the drug was detected in the aqueous, iris, and sclera 15 or 60 
minutes after application. Experiments on the drug content of 
the rectus muscles were undertaken in order to determine whether 
these might represent a path of entry of the drug into the eye. 
Small pieces of the muscle a few millimetres in length were 
dissected off at their insertion into the sclera. The sodium 
sulphacetamide content of the muscle 15 minutes after the 
application of 30% drops was found to be unexpectedly high. 
It thus seems probable that the drug rapidly diffuses through 
the conjunctiva into the muscle, from which it may possibly 
pass into the tissues subjacent to its insertion. 


TaBLe III.—Showing the Concentrations of Sodium Sulphacetamide (in mg.%) in Various Ocular Tissues \5 and 


60 mins. after the Instillation of 


Drops of a 2.5% and 30% Solution 


(Each figure represents the mean of 6 experiments) 
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behind that observed for the outer tissues of the eye. This . z 
Discussion 


lag was not prolonged, and after 5 minutes the concentrations 
of the drug in the aqueous and iris rose quite rapidly to reach 
values of the order of 100 to 200 mg. per 100 c.cm. within the 
next 10 minutes. 

In the sclera high values were also quickly attained with 
the 30% solution. A maximum was reached after 15 minutes 
of exposure, beyond which there was no further increase. 

The lens and vitreous were examined in a number of experi- 
ments. There was very little penetration of the drug into the 


When sulphonamides are given orally in the treatment of 
various infective conditions the dosage is so adjusted as to 
produce in the blood and tissues concentrations of the drug of 
the order of 5 to 10 mg. per 100 c.cm., since it has been found 
that these concentrations are usually sufficient to ensure 
chemotherapeutic effects. The present experiments show that 
such concentrations can rapidly be obtained in the cornea, 
conjunctiva, and anterior chamber of the eye by the local 
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application of solutions of sodium sulphacetamide into the 
conjunctival sac. Moreover, under appropriate conditions of 
application much higher concentrations of the drug can be 
obtained than could safely be produced by oral or parenteral 
administration. 

In view of these very high values experiments were made 
to determine the rate of diffusion of sodium sulphacetamide 
through gelatin gels. The diffusion coefficient found was such 
as to account fully for the concentrations of the drug obtained 
in the cornea and aqueous. Indeed, higher values could 
theoretically be possible if the calculation were based on the 
diffusion of the drug through a homogeneous medium. 
Hawking (1941) has already carried out experiments on the 
diffusion of various sulphonamides through gelatin and agar 
gels, and his results are in substantial agreement with those 
obtained for sodium sulphacetamide. 


It is interesting to compare the present data with those 
obtained by P’an (1941a). This investigator applied sulphanil- 
amide in the form of a powder to the conjunctival sac and 
found high concentrations of the drug in some ocular tissues 
after one hour of continued application. At the end of this 
period the concentrations of sulphanilamide found in the 
cornea, conjunctiva, and aqueous were 185 mg., 90 mg., and 
55 mg. per 100 c.cm. respectively. In the case of sodium 
sulphacetamide we could produce higher concentrations in the 
cornea and conjunctiva by the application of a 30% solution 
for only 5 minutes, though the figures were rather lower when 
a 2.5°5 solution was applied for 30 minutes. In the aqueous 
the concentrations of sodium sulphacetamide obtained by 
applying a 30% solution for 5 minutes or a 2.5% solution 
for 30 minutes are several times lower than found by P’an in 
the case of sulphanilamide. 


There is evidence that in the human subject, too, sulphanil- 
amide diffuses readily into the ocular tissues. Thus Luo and 
P’an (1940) found concentrations up to 44 mg. per 100 c.cm. 
in the aqueous after the application of sulphanilamide powder 
for one hour. With drops of a 1% solution applied over a 
period of one hour much smaller concentrations (1 to 4 mg.) 
were obtained. 

P’an (1941b) has also made observations on the penetration 
of sulphapyridine and its sodium salt, which were both applied 
in the form of a powder for one hour. As was to be expected 
from its low solubility, the penetration of sulphapyridine was 
much less than that of sulphanilamide, and especially low 
figures were observed for the aqueous. The diffusion of the 
sodium salt gives figures of the same order as those obtained 
with sulphanilamide, but the application of the highly alkaline 
sodium sulphapyridine caused marked congestion and chemosis 
of the conjunctiva. 

The experiments on the rate of removal of the drug from 
the ocular tissues show that high concentrations are maintained 
for only short periods, but that, following the initial rapid fall, 
lower concentrations within the range of therapeutic activity 
may be matntained for some considerable time. When drops 
were applied to the eye, however, the high concentrations 
attained with prolonged applications in the funnel experiments 
were not seen, and it was necessary to apply drops of a 30% 
solution in order to produce in the cornea and conjunctiva thera- 
peutically active concentrations for periods up to one hour. 


The question now arises as to the significance of the present 
experiments in the clinical use of sulphonamides applied locally 
to the conjunctival sac. This is of importance, since evidence 
is accumulating that local application of these drugs may be 
of value in the treatment of various septic conditions of the 
eye (Panneton, 1941; Guyton, 1941; Traquair and Cameron, 
1941). 

Local administrations of the drug should, if possible, be so 
spaced as to maintain constantly a therapeutically active con- 
centration in the infected tissues. Moreover, such a concen- 
tration should be present for a reasonable length of time, since 
it is known that the action of sulphonamides is essentially 
bacteriostatic rather than bactericidal. The actual concentra- 
tion needed will vary with the infecting organism ; recent work 
on sulphonamides seems to indicate that, though 5 to 10 mg. 
per 100 c.cm. may produce an effective bacteriostatic action 
against susceptible organisms like the haemolytic streptococcus, 
less susceptible organisms—e.g., the Staphylococcus aureus— 


will be appreciably affected only by higher concentrations of 
the drug. : 

These considerations suggest that if the drug be applied to 
the eye in the form of a solution this should not be too dilute 
lest the concentration produced be ineffective. Thus, in the 
case of sodium sulphacetamide, solutions containing up to 30% 
of the drug have been used clinically (Traquair and Cameron, 
1941) in the form of drops. Moreover, it seems desirable that 
the drops should be applied at frequent intervals, to ensure the 
maintenance of effective concentrations over prolonged periods. 
In special circumstances it may be necessary to apply the drops 
in the form of a constant drip in order to build up the neces- 
sary concentrations in the anterior ocular tissues. It is possible 
that this may also be achieved by the application of the drug 
in the form of an ointment, a method which has already been 
used in the treatment of burns. 

Guyton (1941) has, indeed, made observations on the pene- 
tration of sulphanilamide applied in the form of ointments to 
the rabbit’s eye, and has found concentrations up to 40 mg. 
per 100 c.cm. in the aqueous. He emphasizes the importance 
of a freely soluble sulphonamide for local use. It is possible 
that the optimum method of applying sodium sulphacetamide 
clinically ma¥ well be in the form of an ointment. 


Summary 

Solutions of sodium sulphacetamide were applied to the eyes 
of rabbits, contact was maintained for various periods of time, 
and the penetration of the drug into the various ocular tissues 
was determined. Very high concentrations were reached under 
certain experimental conditions. 

The rate of disappearance of the drug introduced into the 
eye was also studied. The initial fall in concentration was 
rapid, but slowed down subsequently, so that chemotherapeutic 
levels were maintained in some tissues for two or more hours. 

Drops of a 2.5% or 30% solution of sodium sulphacetamide 
were instilled into the conjunctival sac as under clinical con- 
ditions, and the concentrations of the drug in the ocular tissues 
at various periods following the instillation were determined. 
With the 2.5% solution chemotherapeutic levels were observed 
only in the conjunctiva. 

The advantages of the local application of sulphonamides in 
the treatment of eye infections are discussed. The results are 
examined with regard to their bearing on the most suitable 
concentration and frequency of administration of sodium sulph- 
acetamide under clinical conditions. 


We are indebted to Dr. W. O. Kermack for his valuable sugges- 
tions during the ccurse of this work. One of us (W. T.) is indebted 
to the Council of the Royal College of Physicians of Edinburgh for 
the award of a Kirk Duncanson Fellowship. We should like to 
thank the W. H. Ross Foundation (Scotland) for the Study of 
Prevention of Blindness, which defrayed the expenses of this investi- 
gation. Mr. A. W. Edwards of British Schering Ltd. kindly supplied 
the 30% solution of albucid soluble. 
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The annual report of the Industrial Welfare Society (14, Hobart 
Place, S.W.1) briefly records a large and varied activity which has 
included conferences, courses of lectures, contacts with Government 
Departments, and replies to innumerable inquiries on welfare work. 
The society is responsible for recommending to a number of firms 
suitable candidates for welfare work, and considerable time is taken 
in interviewing applicants who look to the society for guidance. The 
issue of the Factories (Medical and Welfare Services) Order and the 
setting up by the British Medical Association of the Industrial 
Health Committee (which has lately reported) drew attention to the 
advantages of closer linkage between doctor and factory, and 
meetings were arranged in several provincial towns to which local 
employers and practitioners were invited with a view to fostering 
such association. 
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Chlorinated naphthalenes in the form of waxes are now 
used extensively in industry for insulating wire and in 
the manufacture of electrical apparatus. Among workers 
exposed to these compounds an acneform skin eruption 
(chloracne) characterized by pustules, papules, and 
comedones is common. The comedones are often 
accompanied by a severe pruritus, and a_ paronychia 
of the fingers sometimes occurs. The eruption is charac- 
teristically present on the extensor surfaces of the arms, 
especially round the elbows (Mayers and Silverberg, 1938). 
Jones (1941) has reported a high percentage of chloracne 
in this country, and gives methods of effectively reducing 
its incidence. In addition a number of cases of toxic 
jaundice due to liver necrosis have been recorded in 
America among workers exposed to chloronaphthalenes : 
in one survey the incidence was as high as 9 cases out of 
250 workers exposed in three different shops (Flinn and 
Jarvik, 1938). The belief that chlorinated naphthalenes 
were the responsible toxic agents has been substantiated 
by the production of liver necrosis in laboratory animals 
by administration of these compounds subcutaneously 
(Flinn and Jarvik, 1936), by inhalation, and by mouth 
(Drinker, Warren, and Bennett, 1937). The naphthalenes 
are used either melted by heat or dissolved in volatile 
solvents. Drinker et al. (1937) consider that the inhalation 
of the fumes from these processes is the mode of absorp- 
tion in the cases with hepatic damage. Jones (1941) is of 
the opinion that the skin lesions are produced by direct 
contamination. 

Toxic jaundice is notifiable. We regard the present fatal case 
of liver necrosis following exposure to chlorinated naphthalenes 
as worthy of record in that it is the first case of its kind 
notified in Scotland, and no mention has previously been made 
in this country of systemic effects from these substances. 
although they are now in fairly common use. In addition 
industrial plants using chlorinated naphthalenes are being put 
into operation in localities where the medical practitioner is not 
acquainted with their injurious effects. 


Case History 


The patient, an unmarried woman aged 41, was admitted to 
the Western Intirmary, Glasgow, with a history of nausea, 
vomiting, and jaundice of 4 weeks’ duration. She had been 
employed for the past 6 months at a process which exposed her 
to fumes from chlorinated naphthalenes (C.K. wax), but not to 
any greater extent than in the case of the other workers, and no 
personal habit could be ascertained that would have involved 
greater contamination than usual. A number of workers in the 
same shop had developed an acneform dermatitis, but there was 
no other case of jaundice. Unfortunately the chemically sig- 
nificant facts in her history were ascertained only 2 days 
before death. 

The woman gave a history of an attack of acute rheumatism 
9 years ago, but there was no subsequent history of cardiac 
embarrassment until the development of her last illness. There 
was no record of any ailment that might have entailed liver 
damage. About 8 weeks before admission she began to feel 
* off colour ” and noticed that in the evening her feet and ankles 
became swollen. The swelling disappeared after a night’s rest. 
At the same time a permanent puffiness developed around the 
eyes. Two weeks later she became breathless on slight exertion. 
As stated, jaundice supervened 4 weeks before admission, and, 
though it varied in degree and was at no time very marked, 
it never entirely disappeared. Troublesome nausea, unaccom- 


panied by pain or vomiting and unrelated to food, developed 
shortly after the onset of the jaundice, and she then gave up her 
work. In spite of the nausea her appetite remained almost 
normal and her weight was undiminished throughout the illness. 
Latterly the nausea was occasionally accompanied by vomiting 
of a greenish-yellow bitter-tasting fluid. After vomiting the 
patient’s thirst increased. She noticed that her urine was 
becoming darker, while her stools were greyish in colour. 


Examination on Admission 


The patient seemed we!l nourished, showed no signs of any 
great discomfort, was cheerful, and was mentally alert. A 
definite but not deep icteric tinge of the skin and conjunctiva 
was present, and a faint purpuric rash on the legs and lower 
abdomen, slight oedema round the ankles, and puffiness of the 
loose tissues round the eyes. There was no cyanosis of the lips, 
and she was not breathless on making the movements necessary 
for clinical examination. The pulse was regular in rhythm 
and force and of normal rate (70 a minute). The blood pressure 
was 145/60. The temperature was normal and remained so 
until shortly before death. There was a slight increase in the 
area of cardiac dullness. The sounds were of good quality, 
but pre-systolic and systolic murmurs were audible over the 
apex. The liver dullness was slightly diminished. The urine 
was dark brown and contained bile; no abnormality was 
detected on microscopical examination. The blood serum gave 
an immediate diregt positive van den Bergh reaction. Apart 
from a slight polymorphonuclear leucocytosis, the general blood 
examination revealed no abnormality, and there was no evidence 
of excessive haemolysis. A gruel fractional test meal showed 
a high total acidity with no free HCl in any of the specimens 
and no evidence of retention of fasting juice. Blood was 
present in all of the specimens. The stool was yellowish and well 
formed, and contained occult blood. : 

As the jaundice was not intense and the hazard of her occupa- 
tion was not known, and as there was a history of breathlessness 
and oedema associated with a rheumatic history and with 
evident endocarditis, a diagnosis of rheumatic endocarditis and 
myocarditis with catarrhal jaundice and slight congestive cardiac 
failure was made. It was felt that if the jaundice and cardiac 
murmurs had been manifestations of a bacterial endocarditis 
other more obvious and diagnostic clinical features would have 
been seen. The patient was given a fat-free diet, with restricted 
fluids and diuretics. 

On the third day after admission she became sick and drowsy 
and the jaundice increased in intensity. Muscular twitchings of 
all limbs developed. A patchy brownish discoloration of the skin 
over the arms and chest was noted. A great reduction in the extent 
of liver dullness was detected by percussion. The serious nature 
of the condition was realized and large quantities of glucose- 
saline (8 pints in 2 days) were administered. The muscular 
twitchings stopped, but the patient continued in coma, the pulse 
rapidly increased in rate, and she died on the fifth day after 
admission with only slight increase in the jaundice. 


Post-mortem Findings 


The body was that of a well-nourished subject. The skin 
showed a moderate icteric tinge. Examination of the abdomen 
revealed moderate bile-staining of adipose tissue. The peri- 
toneum was normal, and 2 pints of straw-coloured fluid was 
found in the peritoneal cavity. There was marked oedema of 
the loose retroperitoneal tissues, especially along the connective- 
tissue planes of the pancreas, enlarging the gland and accentua- 
ting its lobulation. The liver (weight 650 g.—normal 1,500 g.) 
was very small, shapeless, collapsed under a wrinkled caspule, 
and of very soft consistency, with, in some areas, a few firmer 
nodules scattered throughout, varying in size from a few milli- 
metres up to 2.5 cm. in diameter, mainly small. On section 
the nodules were of a dull yellow colour ; the intervening soft 
tissues were mainly red, but in places were a pale green. The 
gall-bladder was normal. The stomach contained much dark- 
brown mucus. No other abnormality was noted apart from 
deep bile-staining of the kidneys. The heart (370 g.) revealed 
moderate hypertrophy and slight dilatation of the right ventricle ; 
the other chambers were normal in size and structure. The 
aortic, mitral, and tricuspid valves showed chronic rheumatic 
endocarditis ; the aortic and tricuspid only to the extent of 
slight thickening and increased rigidity. The mitral valve was 
distinctly stenosed (2.5 cm. diameter), with moderate irregular 
thickening and retraction of the flaps and thickening of the 
chordae tendineae. The Jungs showed moderate oedema. 
Section of the left femur revealed fatty marrow with no more 
than the small amount of red marrow normal to the adult. The 
Prussian-blue reaction for haemosiderin was negative in spleen 
and kidneys. 
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Histological Examination—The liver showed a_ varying 
picture of acute damage, fibrous proliferation, and regeneration: 
(1) large areas of autolysed necrotic hepatic parenchyma ; (2) 
islets of surviving epithelial tissue disposed in irregular dislocated 
columns, and with the peripheral cells often necrotic or auto- 
lysed ; (3) areas with absorption of dead liver tissue revealing 
collapsed sinusoids with zones of congestion, haemorrhage, and 
round-cell infiltration ; and (4) groups of small islets of liver 
parenchyma surrounded by bands of young connective tissue 
containing many poorly formed bile ducts. Almost the entire 
right lobe showed acute damage, contrasting with the damage in 
the left lobe, which was mainly sutacute. There was nothing 
of note in the spleen and kidneys. The pancreas showed minute 
areas of necrosis in the pancreatic fat, but there was no abnor- 
mality in the parenchyma or ducts of the gland. 


Discussion 


The clinical and pathological findings (apart from the endo- 
carditis) are similar to those that have been described in 
America in ¢hloronaphthaiene poisoning. The patient did not 
have any chloracne, although this appeared in other workers 
in the same plant: no correlation has been found between the 
skin and the liver lesions (Mayers and Silverberg, 1938). Illness 
occurred in which jaundice eventually developed, but was never 
severe until the patient was near death. Greenburg, Mayers, 
and Smith (1939) record similar histories: their 3 fatal cases 
were treated at home (for catarrhal jaundice) for periods of from 
6 weeks to 5 months; one patient continued to work for 5 
months from the onset of the jaundice, and the necessity for 
hospital treatment was not realized until convulsions developed. 

The liver findings are consistent with the length of the history : 
the histological picture is not of extensive liver necrosis of 
simultaneous production but of recurrent liver damage taking 
place over a short period. Thus recent necrosis occurs side 
by side with various stages of repair represented by fibrous 
proliferation and regeneration. The areas of recent damage are 
much more extensive than those in which repair is taking place 
and regeneration is not marked. Two of Greenburg’s cases 
appear to have suffered at least one previous attack of acute 
hepatitis followed by some improvement before the onset of 
the fatal attack. In addition to the liver damage Greenburg 
et al. record more severe pancreatic damage than in the present 
case, in which it was confined to minute areas of fat necrosis. 
These changes are thought to result from the liver necrosis 
and not from the effects of the toxic agent. The retroperitoneal 
oedema found was probably the result of giving intravenous 
fiuids in large quantities to a subject with’ cardiac decompensa- 
tion. 

In America no predisposing factor in the affected workers 
has been discovered. In the present case the endocarditis, with 
development of breathlessness, and oedema of the feet, which 
disappeared on rest, suggest cardiac decompensation as a pre- 
disposing factor, especially since in the latter the liver under- 
goes nutritional and vascular changes. It is possible, however, 
that liver damage initiated the decompensation, which clinically 
was not severe, while the’ valvular lesions were of moderate 
grade. The puffiness around the eyes is more indicative of 
oedema due to a cause other than cardiac. 

Drinker et al. (1937) have shown that animals when exposed 
to low concentrations of the chloronaphthalenes may incur liver 
damage without presenting any clinical evidence. Furthermore, 
when animals of this group that give no evidence of liver 
damage are exposed-to small doses of carbon tetrachloride, 
well tolerated by controls, they promptly die from acute hepatic 
necrosis, often with marked jaundice. This raises the question 
whether the chloronaphthalenes may only be one of two factors 
in the production of liver damage. Accordingly, Greenburg 
et al. (1939) suggest that neither anyone who at any time in 
the past has had any liver disease nor anyone with a history 
of typhoid, malaria, gall-stones, or other diseases known to 
affect the liver adversely should work with those substances. 
Likewise, persons receiving hepatotoxic drugs (e.g., arseno- 
benzol) should not be exposed to chloronaphthalenes, nor 
should chloroform, trichlorethylene, or avertin anaesthesia be 
given to chloronaphthalene workers. The present case may 
suggest that no one with organic heart disease should be allowed 
to work with the compounds. 

It is unfortunate that the serious nature of the patient’s ill- 
ness was not realized earlier—a comment which applies to every 


case so far reported. This error would be eradicated if these 
workers were instructed in the peculiar hazard of their occupa- 
tion, for not all of them have knowledge of the technical process 
and the chemicals involved, and probably few medical practi- 
tioners know of the chloronaphthalenes as hepatotoxic agents. 
Since experimentally a certain amount of liver damage may 
occur without visible sign, it is clear that workers in chloro- 
naphthalenes should receive special attention on the least indi- 
cation of ill-health apart from the jaundice. Furthermore, 
Since the concentration of chloronaphthalenes in the air of 
the workshop in the present case was sufficient ultimately to 
produce fatal hepatic necrosis in one worker who presumably 
had a special predisposing factor, it is possible that recurrent 
subclinical liver damage may be occurring in others, leading 
to cirrhosis. 


Summary 


A case is described of fatal liver necrosis due to poisoning by 
chloronaphthalene. This substance is now extensively used in 
industry for insulating wire and electrical apparatus, and there 
is risk of its being absorbed by the skin or by inhalation of 
fumes. There is evidence, from cases described abroad, that the 
onset of the poisoning may be insidious: slight jaundice may 
appear unaccompanied by more clamant symptoms which wou!d 
induce the individual to cease work. In the present instance 
the subject had been at risk of exposure for 6 months before the 
onset of any illness, but, though the first symptoms were very 
mild, death occurred 8 weeks later. The case was complicated 
by the existence of rheumatic cardiac disease. 

We are indebted to Dr. A. N. Currie, H.M. Medical Inspector of 
Factories, Glasgow, for industrial data, and to Prof. J. Shaw Dunn 
and Dr. W. R. Snodgrass for advice and permission to publish the 
case. One of us (N. McL.) is indebted to the Rankin Medical 
Research Fund, University of Glasgow, for a grant to defray 
expenses of investigation. 
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A COMPARISON OF DYSPEPSIA IN THE 
ARMY FOR 1940 AND 1941 


BY 


Cc. A. HINDS HOWELL, B.M., M.R.C.P. 
Temporary Major, R.A.M.C.; Medical Specialist 


It was hoped that a comparison of data of dyspepsia in the 
Army for 1941 with those for 1940 might throw some 
further light on the subject ; but there are so many variable 
factors bearing upon the question for which corrections 
cannot be made that it is impossible to draw many 
conclusions. 


In 1940 8,702 medical cases were seen at the hospital, and of 
these 1,270 (14.6%) were suffering from dyspepsia. In 1941 
5) 2,000 less than in 1940—and of these 
974 (17.4%) were dyspeptic. The drop in the total number of 
cases is because Dominion hospitals have claimed their own 
patients. A correction should perhaps be made as 76 cases 
were admitted to the gastric ward direct from near-by hospitals. 
These cases, however, were unselected and were in different 
stages of investigation and treatment, many of them undiagnosed. 
I have included them in the results. The patients were com- 
posed of Army Class 3893, Volunteers 30%, Reservists 16%, 
and Regulars and Territorials 8% each. These figures differ 
widely from those for 1940, but they are, I think, within reason- 
able expectations when one considers the class of troops in the 
area. There may be a reduction in the number of Reservists 
affected during 1941, but it must be remembered that many of 
this class had already been discharged in 1940. Actually only 
99 (10%) of the cases in this series developed symptoms for the 
first time after joining the Army. In 17 of these the trouble 
was really anxiety neurosis. 
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The following notes refer only to patients who came directly 
under my care, either as out-patients or in the gastric ward. 
There were 390 ‘out-patients and 367 in-patients, a total of 757. 
The remaining 217 cases were seen by the other specialists. 


Table showing Details of Results 














Radiograph ° 
Totals Totals 
‘ Ba Not 1941 1940 
Taken 
Ulcers: « 310 (43%) | 391 (55%) 
Duodenal fe 3 168 10 36 214 282 
Gastric -_ a 72 3 17 92 103 
Jejunal - ae ae 4 — — 4 6 
Gastro-duodenal 
dyspepsia: 218 (30%) | 254 (36%) 
Pylorospasm .. 36 — —_ 36 47 
Irritable stomach : 36 — — 36 27 
Hyperchlorhydria.. — 26 — 26 32 
Achlorhydria .. wis — 11 — 11 14 
Chronic gastritis — 105 — 105 132 
Carcinoma of stomach 1 — — 1 1 
Achalasia of cardia .. 3 -—- — 3 
Reflex dyspepsia : 197 (27%) | 62 (9%) 
Neurotic dyspepsia .. 23 60 48 131 40 
Colon - a 30 — — 30 5 
Ch. appendix S46 18 — — 18 9 
Gall-bladder .. Re 12 -- a 12 3 
Various a a — 6 — 6 . 

















In addition. during 1941 there were 32 cases of acute 
gastritis ; but they are not relevant to the subject, and will not 
be referred to again. 

The falling off in numbers during 1941 is probably due to the 
fact that there were fewer British soldiers in the area, and to 
the absence of any severe epidemic. Without knowing the 
average number of troops in the region served by the hospital 
a comparison of actual totals for the two years is unreliable, 
and it is necessary to fall back upon percentages. 


Increase in Neurotic Dyspepsia 

In 1941 there was an increase of 2.8% in the number of 
dyspepsia cases of.all types. This increase was produced 
entirely in the group of reflex dyspepsia. All the cases in whigh 
an anxiety neurosis was the predominant symptom are classed 
as neurotic dyspepsia; many of them showed pylorospasm or 
irritable stomach when radiographed; and hyperchlorhydria, 
often of a high degree, was common. But wherever these 
findings have been subordinate to the neuresis the cases have* 
been placed in the neurotic dyspepsia group. 

Reflex dyspepsia in 1941 made up 27% of the whole, as 
compared with 9% in 1940. The greatest increase was in 
neurotic dyspepsia, which rose from 5.6% (40 cases) to 18% 
(131 cases). This increase in neurosis was very definite, and 
was not confined to dyspepsia alone. But the curious part 
about these neuroses is that in all but 17 patients they originated 
before the war began and before the men were called into the 
Army. Those people of poor personality who in peacetime are 
only just able to accommodate themselves to their home 
environment are no longer able to do so when this is changed 
on enlistment to the discipline of Army environnient. Whether 
it is pure chance that their neurosis is centred on their digestion 
it is difficult to say, but in my opinion a constitutional weakness 
is inherent in them. 


Decrease in Organic Dyspepsia 

In contrast with neurotic dyspepsia, organic dyspepsia 
decreased. The percentage of peptic ulceration fell from 55 
to 43. However, on looking into this group very little change 
is observed in the relative frequency of the different types of 
ulcer or their locality. Duodenal ulcer, with which is included 
duodenitis, fell by 3°4. Gastric ulcer was below that for 1940. 
In the stomach itself the location of the ulcer was remarkably 
constant, the ratio being 5 ulcers in the body of the stomach 
to 3 at the pylorus. Duodenal ulcer is still twice as common as 
gastric ulcer in the Army. Of the ulcer cases, 33 had perforated 
in the past, 35 had had a severe haemorrhage, either haemat- 
emesis or melaena, and 20 had undergone some remedial opera- 
tion on the stomach or duodenum. A few of the patients stated 
that they had had a short-circuit done, but x-ray examination 
did not reveal any trace of interference. 


Gastro-duodenal dyspepsia other than peptic ulceration also 
decreased in 1941, falling from 36% to 30%. Pylorospasm 
and irritable or hypertonic stomach, as seen radiographically, 
is usually only one stage in a larger process. Thus it may be 
a sign of early hidden ulceration or of healing recent ulcer, or 
it may be a reflex from some other part of the body. It was 
common with spastic colon, and also with neurosis. It was a 
frequent finding, but, wherever possible, it has been included 
with the larger group, such as peptic ulcer or reflex dyspepsia. 

Chronic gastritis cases still comprised a large group, mostly 
seen as out-patients, investigations being restricted to a barium 
meal. In civil life the majority had been accustomed to attacks 
of indigestion from time to time, but had carried on with their 
work, losing a day here and there, and dieting from time to 
time. These patients were not fully investigated, as the main 
object was to keep them at work whenever possible. Only 43 
of a total of 607 dyspeptic out-patients were actually admitted 
for fuller investigation. 

To sum up, it may be said that, whereas there has been a 
slight fall in the frequency of ulceration, there has been a small 
increase in dyspepsia. This increase is due to neurotic dyspepsia. 


Disposal of Dyspeptic Patients 


There is still no uniformity in the disposal of dyspeptic 
patients. Should they be sent to a convalescent home or depot, 
or back to duty with their units? It has been a working rule 
at this hospital to put up all cases of peptic ulcer, haemorrhage, 
or operation for boarding out of the Army. To these are added 
a few chronic dyspeptics and those neurotic dyspeptics who are 
deemed by the psychiatrist to be useless as soldiers. The 
remainder are recommended for home service. There are, of 
course, exceptions in both directions. Each case has to be judged 
not only on the condition in the patient’s stomach but also on 
his working conditions. Occasionally the Army conditions are 
better than the civilian ones would be. Only a few—ihe more 
satisfactory cases—are sent to a convalescent depot. The 
remainder are returned to their units. 

Of the dyspepsia cases I saw at a convalescent depot, only 
50% had been able to get on with Army food. They had had 
a few days’ mild indigestion to begin with, but had settled 
down and were free of symptoms again. 25°% had ulceration, 
haemorrhage, or operation, and should have been boarded out 
of the Army. The remaining 25°, consisted of chronic cases, 
always in and out of hospital, and neurotics. None of this 
last group could ever become fit men, and therefore should not 
have been sent to a convalescent depot. 

In the case of the neurotic, it is essential that he should be 
got out of hospital as early as possible after the completion 
of his investigation, and, furthermore, he should not be allowed 
back into hospital again. It is extremely bad for him to be 
allowed to drift from hospital to hospital, collecting radiographs 
and test meals at each. For this is his greatest delight, and all 
too frequently he is encouraged in it. 


Summary 


The ‘figures of dyspepsia at a “ static” hospital are compared 
for 1940 and 1941. 

An increase for dyspepsia of all types of 2.8°5 was found. 
Neurotic dyspepsia was responsible for this increase, having 
risen by 12.4%. Peptic ulceration fell by 12%, and gastro- 
duodenal dyspepsia by 6%. Duodenal ulcer was twice as 
common as gastric ulcer, and ulcer in the body of the stomach 
was in the ratio of 5:3 to pyloric ulcer. 

The disposal of patients is discussed. 








G. S. Barrett, C. H. Rammelkamp, and J. Worcester (Amer. J. Dis. 
Child., 1942, 63, 41) record two cases of meningitis due to B. coli, 
in a girl aged 6 years and a boy aged 2 weeks, who recovered under 
treatment with sulphanilamide and its derivatives. This form of 
meningitis is commonest in infants under 3 months of age, and 
without chemotherapy is fatal in about 80%. The portal of entry 
may be obscure, but associated infections of the middle ear, urinary 
tract, and umbilicus may be present. Bacteriaemia has been found 
in a number of cases. The course may be protracted, with relapses 
and the occurrence of hydrocephalus. Whole-blood transfusions in 
infants under 2 years may aid in the treatment. 
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STERILIZATION OF SURGICAL RUBBER 
GLOVES 


BY 


W. J. STUART, M.B., F.R.C.S.Ed. 


Consulting Surgeon, Royal Infirmary, Edinburgh 


The article by Sanford and Cookson in the Journal of 
March 28 (p. 412) contains certain unanswered ques- 
tions, and makes me wonder whether it may not be of 
interest and use to surgeons to have some almost entirely 
practical figures on the methods and results of sterilization 
of rubber gloves, derived from the individual life-history 
of every pair which I have used in private during more 
than 30 years. I have not heard of the previous publica- 
tion of any such record. 


It is agreed that the value of a method of sterilization depends 
upon its results in respect of (1) absolute sterility, and (2) length 
of life of the glove—that is, the rate of deterioration of the 
rubber after repeated sterilizations. The first of these problems 
is easily settled, but the second is controversial. Most investi- 
gators wish to obtain their results within weeks, and therefore 
use rapid tests. The practical questions for the surgeon, how- 
ever, are how many operations may be obtained from a pair of 
gloves safely sterilized before each operation, what is the most 
economical method of sterilization, and how different brands 
of gloves compare with one another. To answer these ques- 
tions a careful record for many years is required, and observa- 
tions based upon the experience of more than 30 years should 
provide this. 

Only gloves used in private are included, as it has been found 
impossible to prevent the mixing of gloves in the hospital 
theatre. The conditions have remained unchanged. The gloves 
have been packed in the same way throughout, and for the last 27 
years by the same nurse-assistant, whose method ensures the 
identity of each pair of gloves. 1 have sterilized them all 
myself, and in the same sterilizer. An occasional pair of 
gloves, but very rarely indeed, has been badly damaged in, say, 
a bone operation, and has been eliminated ; but it is surprising, 
when the life-history of every individual pair is known, how 
nearly the life of all other gloves conforms to the average for 
the special brand of glove 


Technique 


In a piece of calico two pockets are made, and each glove, 
powdered with french chalk inside and outside, is put into a 
pocket. A piece of gauze from the inside of the glove should 
extend from the roots of the fingers out at the cuff opening, so 
that close apposition of the rubber may not prevent the entrance 
of steam. The calico is folded upon its long axis, and, in 
hospital, where all the gloves are used at one sitting, gloves 
so packed are put into a container for sterilization. For private 
work, in which a couple of dozen gloves may be sterilized at 
once and used at intervals, the calico is next folded along its 
transverse axis into a square, is wrapped in a piece of gamgee 
tissue as a bacterial filter, and for convenience is tied up in 
“balloon fabric” or similar material, each pair of gloves being 
in a separate little package about 54 inches square and 2 inches 
thick. The gloves in these packages remain sterile certainly for 
many weeks, and the coverings last for years. The gloves are 
subjected for 20 minutes to steam at a pressure of 5 to 7 Ib. 
The sterilizer used has been of the vertical cylindrical pattern. 
in which steam is generated by a large Bunsen gas-burner from 
water in the outer compartment, passes into the top of the inner 
compartment, and can be blown out by a large tap at the lower 
part. The gas flame is easily regulated so as to give the required 
pressure, but to a hospital sterilizer on a steam circuit must be 
attached a reducing valve, which pays for itself in economy of 
gloves. My sterilizer has not the negative-pressure attachment 
of the modern sterilizer, and the latter, indeed, seems to me 
to be fundamentally unsound, for in nothing but an impossible 
perfect vacuum will all the air be extracted, and sterilization is 
conducted by an unknown mixture of steam and inert hot air. 
In the old-fashioned sterilizer the air is completely blown out 
before pressure is allowed to rise. This accounts for the results 
of Sanford and Cookson, who found that when negative 
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pressure was produced once in the sterilizer the period of 
sterilization was 40 minutes, but when it was produced twice 
the period was 25 minutes—no doubt because more air had 
been extracted. The packages of gloves are put directly into 
the sterilizer (though of course they can be put into drums) and 
covered with non-absorbent wool. The upper layer may be 
superficially damp, but drying is rapid. 

« Sterility—On numerous occasions small pieces of gauze 
soaked in cultures of various bacteria, including resistant spore- 
bearers, have been packed inside the tips of the various glove- 
fingers—presumably the most difficult part to sterilize—and in 
no case has a growth been obtained after sterilization by the 
above method. 





Deterioration of Gloves 

The decision that a pair of gloves must be discarded has usually 
been made at operation time—perhaps at the moment of putting 
them on—when it is considered that they would not stand 
another sterilization and remain trustworthy—a_ conclusion 
which, with experience, is reached with almost perfect accuracy. 
It is difficult to see how by any other means we can answer the 
surgeon's fundamental questions as to the most economical 
method of sterilization, the comparative value of the gloves of 
different makers, and the number of operations obtainable from 
each. For example, some years ago a well-known firm put on 
the market gloves which, they claimed, stood 40 successive 
sterilizations. Probably they did so, but, tested by the method 
above described, they survived on an average 11 operations only. 

From our careful record the following statements are made 
with confidence: Gloves, loosely packed, are sterile after ex- 
posurg to steam for 20 minutes at a pressure of 5 Ib., provided 
all air has been removed from the sterilizer. As pressure is 
raised from the atmospheric there is no increase in deterioration 
of gloves until 7 lb. is exceeded. Thereafter rise in pressure 
means increased deterioration: thus if pressure mounts up to 
10 lb. for even 10 minutes, an average of one or two fewer 
operations will be obtained from each pair of gloves in the 
batch. I have formed the definite opinion, though I have no 
actual proof, that gloves last longest if they have a “rest” of 
two or three weeks before resterilization. Sterilization by boiling 
in a perforated case along with the instruments causes more 
rapid deterioration, contrary to the opinion usually expressed, 
than steam sterilization as described above. At present, as 
before this war, the best obtainable glove is good for 9 to 10 
operations ; one much-advertised brand for only 3. Thirty years 
ago the average number of operations was 18 or more per pair 
of gloves; by 1920 it was 14; and there has since been a 
progressive diminution. I can offer no explanation of the 
change of quality ; I can only state the fact. 

The question was recently asked in this Journal (April 18, 
p. 514) why rubber gloves should not be sterilized by soaking 
in antiseptic, as heat ca ises some deterioration. The reasons 
are: (1) Such sterilization of rubber is uncertain, especially 
when, as in the case of gloves, the rubber is stretched in actual 
use. (2) Rubber deteriorates when soaked in an antiseptic. 
(3) If even a slight trace of antiseptic remains inside the glove 
the skin of the surgeon’s hands is soon damaged. (4) If the 
antiseptic is thoroughly washed out by several washings in 
sterile water, each washing involves a risk of contamination. 


Summary 

Facts are given regarding sterilization of rubber gloves, based 
upon the life-history of every individual pair used during more 
than thirty years. 

Sterilization by steam at a pressure of 5 lb. for 20 minutes 
is efficient provided all air is removed from the sterilizer. 

There is no increased deterioration with increased pressure till 
7 lb. is reached. Thereafter deterioration is progressive. 

Boiling causes more deterioration than steam sterilization as 
described. 

About 9 or 10 operations may be expected from a good brand 
of gloves at the present time. 








The British Standards Institution has received a communication 
from the Minister of Production to the effect that the Government 
recognizes the British Standards Institution as the sole organization 
for the issue, in consultation with any Government, professional, 
or industrial ‘bodies concerned, of standards having a national 
application. 
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Three Diabetic Mongol Idiots 


Diabetes mellitus has not so far been reported in mongol 
children, and it is at least of interest to record briefly 3 cases 
I have been asked to treat (?) in the last ten years. However 
much one might consider such therapy wasted and displaced, 
this has not been the parental attitude, and I have had the 
opportunity of seeing the response these patients made to insulin 
treatment over some years. As al! 3 cases were typical mongols 
1 shall make no detailed reference to their physical and menial 
mongol characteristics. 

Hundreds of detailed studies of these idiots have been pub- 
lished, including a few recent investigations of their metabolism. 
Schachter (1941) found no chemical blood abnormalities in his 
own and other reported cases, but does not mention the blood 
sugar. O’Leary (1931) and Bixby (1940) have published a 
series of glucose-tolerance tests which gave normal results. The 
occurrence of diabetes in these 3 cases therefore seems for- 
tuitous and the two conditions in no way aetiologically related. 
It should be noted that each child had a distant relative who 
was diabetic. 

DETAILS OF 3 CASES 

Case I.—Female, fifth and last child of healthy family (one 
grandfather died from diabetes) ; developed thirst polyuria and 
pruritus vulvae in 1931 at the age of 10. Given 4 units b.d. 
irregularly at first, and glycosuria and ketosis were heavy ; 
10 units b.d. by 1933, when | first saw the child. The urine 
then contained 4 to 6% of sugar, moderate ketosis was present, 
and I reluctantly advised more insulin. Some 20 units b.d. 
were given for the next 9 years, and this miraculously main- 
tained an active and well-nourished condition, with no occur- 
rence of either serious diabetic symptoms or hypoglycaemia. 
Menstruation has occurred irregularly since the age of 15. In 
February, 1942, she had 5 convulsions at irregular intervals, and 
was again brought to me. From their timing these were clearly 
hypoglycaemic attacks, and they have been stopped by reducing 
the insulin to 16 units b.d. When tested the urine was sugar- 
and ketone-free at the expected times, but contained a moderate 
cloud of albumin; a blood-sugar estimation showed 244 mg. 
per 100 c.cm. Her general health and nutrition at this age (21) 
were excellent, but she had developed bilateral lens opac:ties: 
from an opaque central nuclear opacity water cleavages 
radiated out in spokes to the periphery of the lens, where 
coronary opacities were present in a complete circle. This 
pattern was quite different from the usual cataracts described in 
mongol idiots. and was presumably diabetic in origin. In every 
way her response to insulin has been that of a normal child. 
but her physical and mental characters remain typically 
mongolian. 

Case 2.—Girl aged 12, first living child. One elderly first 
cousin of the mother had diabeies. Diabetes developed acutely 
at 5 years of age, with thirst, polyuria, and heavy glycosuria. 
For 18 months restricted diet alone had been used, but for 
5 years insulin had been given with an almost normal diet and 
a dosage of 6 to 16 units b.d., varying with the urine tests. The 
parents had little difficulty in controlling the sugar, and ketosis 
had remained absent. The eyes were normal, and physical 
diabetic complications were absent, but there was widespread 
alopecia. The parents were harassed by the care necessary, 
and particularly by sleepless habits, but were devoted to the 
chiid’s welfare. 

Case 3.—Male; one grand-aunt diabetic in a large family. 
Patient developed acute diabetic symptoms at the age of 10. 
I then found 5°% of glycosuria and heavy ketonuria, but a 
blood-sugar test was impossible. Early coma was imminent, 
and at the mother’s request I sent a nurse to their home to 
establish a diet-and-insulin routine. Response was immediate, 
and 2 years later the child was well on 14 and 8 units of insulin. 
Since then the case has been untraceable, as the family has 
moved and the practitioner in charge died and left no records. 

These patients responded as other children to insulin treat- 
ment—one for 10 years and another for 6 years ; the third could 
not be traced after 2 years. Their control was not unduly diffi- 
cult. This treatment made no difference to the mongol state, 
and I regard its efficacy with mixed feelings. 

London, W. R. D. Lawrence, M.D., F.R.C.P. 
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Chronic Meningococcal Septicaemia 


The following case of chronic meningococcal septicaemia is 
recorded because it differs in some respects from the syndrome 
described in recent literature. Stott and Copeman (1940) 
analysed 17 cases out of a total of 27 seen in France among 
members of the B.E.F., and the 4 cardinal symptoms are given 
as recurrent tender skin lesions, headache, muscle and joint 
pains, and joint effusions, associated with intermittent or relaps- 
ing fever. All these cases occurred during an outbreak of 
cerebrospinal fever, and, as the authors point out, meningococcal 
septicaemia becomes common whenever meningococcal menin- 
gitis is prevalent in a community. The following case was of a 
sporadic type, and there was no history of contact with cerebro- 
spinal fever. 
CASE HISTORY 

The patient, a well-built athletic airman aged 25, was admitted 
to an emergency hospital on Sept. 15, 1941, with a pyrexial 
illness diagnosed by the station medical officer as acute rheum- 
atism with Aschoff’s nodes; this diagnosis was _ probably 
influenced by a history of acute rheumatism 4 years previously. 
The present condition started on Sept. 12, when he felt shivery, 
complained of pains in the legs and back, and developed what 
he described as * painful lumps on the left arm.” He was kept 
in the station sick-quarters for observation, but pyrexia accom- 
panied by the painful lumps on the left arm persisted, so he was 
transferred to hospital. For the first 24 hours after admission 
he was afebrile, with no signs or symptoms apart from 4 painful 
papules on the extensor surface of the left arm. The lesions 
were oval in shape, varied from a quarter to half an inch in 
length, were dusky red in colour, and in appearance closely 
resembled “ blind boils.” The largest lesion was directly over 
the olecranon process and was very tender. For the next 4 
days the patient felt quite well, but had an evening rise of 
temperature to 99° F. The painful lesions on the arm dis- 
appeared, leaving no trace of discoloration of the skin. 

On the ninth day of illness he developed a temperature of 
102° F. and complained of a slight pain in the left mammary 
region, where a raised red oval papule about half an inch in 
length was found just below the nipple. This was very tender 
on pressure, and disappeared within 48 hours. His temperature 
for the next 5 days began to swing up to 102° F. every night ; 
he developed no further cutaneous lesions and was, except for 
fever, completely symptomless. A leucocyte count at this 
time showed 10,700 cells per c.mm., 76% polymorphs. A 
blood culture was sterile after 72 hours’ incubation. Following 
this period of pyrexia he was afebrile for 48 hours, after which 
his temperature again rose each evening to 102° F. During 
this second febrile period, which was unaccompanied by any 
skin lesions, a blood culture resulted in the isolation of a pure 
growth of Group I meningococcus. He was immediately given 
sulphapyridine by mouth, 1 g. four-hourly, and the temperature 
returned to normal within 2 days ; there was no further rise of 
temperature during the rest of his stay in hospital. Sulpha- 
pyridine was discontinued after 10 days. The dosage was | g. 
four-hourly for 48 hours, then | g. thrice a day for the rest of 
the period, making a total of 36 g. 


COMMENTARY 


Col. J. C. Kennedy (1926) reported a series of cases in which 
he emphasized the importance of the rash as a diagnostic feature 
and described it as a recurrent erythema multiforme distributed 
sometimes over the whole of the body but showing a predilec- 
tion for the limbs. The meningococcus was actually recovered 
from the centre of the nodule in one of his cases. Stott and 
Copeman (1940) suggested that chronic meningococcal septi- 
caemia occurring sporadically is not rare, and that the disease 
presents a characteristic clinical picture which enables bedside 
diagnosis to be made with ease. 

It is submitted that chronic meningococcal septicaemia may 
not always present such a typical clinical picture, particularly 
when isolated cases occur. In this case, for example, there was 
very little constitutional upset at the beginning ; there was no 
headache, only very slight muscular pains lasting for two days, 
and no effusions into the joints. The most interesting difference 
was, however, the scarcity of the skin lesions and the absence 
of any fresh outcrop of lesions in the second bout of pyrexia, 
during which time repeated scrutiny of the patient revealed no 
further lesions of any kind. There were never any lesions on 
the shins, and there was no enlargement of the spleen. 

I am indebted to Dr. E. C. Benn for permission to publish this 
case and to Dr. G. M. Bonser for the pathological diagnosis. 

A. A. Driver, M.D., D.P.H., 
Resident Medical Officer at an Emergency Hospital. 
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WILLIAM MACEWEN 


The Life and Teaching of Sir William Macewen: A Chapter in the History 

of Surgery. By A. K. Bowman, Regional Medical Officer to the Department 

of Health for Scotland. (Pp. 425. 21s.) London, Edinburgh, Glasgow: 

William Hodge. 1942. 

The original work and teaching of Sir William Macewen have 
added, it is allowed, increased values and opportunities to the 
art and practice of surgery ; and history will doubtless confirm 
the modern verdict. Himself the pupil, and afterwards the 
successor, Of Lister in the Glasgow Royal Infirmary and in 
the university of that city, he proved himself not unequal to 
this inheritance and tradition. In early days his observations 
and methods were limited to such rough and occasional chances 
as come the way of a police surgeon; later, as is well known, 
he was recognized as one of the great masters of his art and 
the chief of a clinic that attracted students and disciples from 
many lands. 

The technical record of Macewen’s work is, of course, to 
be found in his writings, and is the common possession of all 
interested in surgical practice. In the volume here reviewed 
Dr. A. K. Bowman has endeavoured to present this work in 
terms that can be appreciated by the intelligent Jayman. He 
has added, partly from first-hand knowledge, an account of 
Macewen’s life and personality, and this includes a story of 
difficulties overcome, of interests cultivated, of successes 
attained, and of critics and colleagues not always suffered 
gladly. The result is a very pleasing and readable book. 
Admittedly Dr. Bowman writes as a hero-worshipper ; none 
the less he is intent on a true picture. 

The personal study has its own attractions. What it reveals 
very plainly is that to Macewen medicine in its widest sense 
was a department of natural history, demanding, as other 
branches of biology, a wide and accurate collection of facts 
and an attempt to interpret them. In some of these severely 
conducted inquiries he recognized opportunities for surgery 
as a therapeutic measure ; and he applied these opportunities 
to practice. Whether the problem was the growth of the 
antlers of deer, or the transplantation of bone, or the reaction 
of the pupil in alcoholic coma, or the determination of the pre- 
cise site of an intracranial tumour, the fashion of approach 
was always the same. What is particularly impressive is the 
thoroughness with which the method was applied and the 
variety of the issues submitted to it. Moreover, it was applied 
personally. Nothing less than first-hand knowledge satisfied 
Macewen. Never was an advocate better equipped with all 
the relevant details of his case or more confident in his argu- 
ments and conclusions. And similarly in practical affairs. The 
tempering of the steel blade of an osteotome, the designing of 
new patterns of artificial limbs, the reorganization of a nursing 
staff: all must depend on his initiative and must remain under 
his direction and control. Room there might be for assistants 
and even perhaps for a team, but there will be only one leader. 
And it is the leader who will define the direction, fix the 
standards, check and verify the details, accept the responsi- 
bilities, fight for the cause, and collect the laurels. Work with, 
or rather under, Macewen was a valuable educational disci- 
pline ; it was not a pathway to an equal or permanent partner- 
ship. His own word defined the position when he wrote: 
*~IT am not a co-operator.” An alternative might well have 
been: Aut Caesar, aut nullus. 

Such was the Macewen method, and it may claim many 
triumphs. To surgery it gave enlarged capacities and a new 
inspiration, and these in actual practice have meant increased 
opportunities for the saving of human lives and the relief of 
human suffering. Dr. Bowman’s book tells the story in detail 
and is a welcome record of a great career. 

C. O. HAWTHORNE. 


NUTRITIONAL DEFICIENCIES 
Nutritional Deficiencies : Diagnosis and Treatment. By John B. Youmans, 
‘S., M.D., assisted by E. White Patton, M.D. (Pp. 385; illustrated. 
30s.) Philadelphia, Montreal, Lordon: J. B. Lippincott Company. 
Dr. Youmans has written this book in a spirit of enthusiasm 
tempered with common sense. It will be read with interest and 
profit both by the clinician and by the layman who wants 
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to know more about the use of vitamins to human beings. 
The author insists throughout that vitamin therapy should 
be preventive or protective rather than curative. Only when 
curative measures are necessary should pure preparations or 
concentrates be taken, and then only in the early stages of 
treatment, being gradually replaced by natural foods rich in 
the vitamins, such as cod liver and dried yeast, and later by 
a well-chosen ordinary diet which should supply all the needs 
of normal man. Differences in the needs of different healthy 
individuals are recognized, and special needs of pathological 
conditions are stressed. Even when large doses of a vitamin 
are indicated Youmans says: ‘One must, however, beware of 
overdosage, not because of harm or danger, which is almost non- 
existent with those substances, but to protect the patient's 
pocket-book and to avoid waste generally, the possibility of 
which is greatly enhanced by the relatively high cost of some 
concentrates and pure preparations.” He pleads for the exact 
labelling of potency of concentrates, when possible in terms 
of weight rather than in terms of units, which themselves often 
need to be defined. 

Deficiency of each of the vitamins A, B,, nicotinic acid, ribo- 
flavin, C, D and calcium, E, K, and other possible vitamins, 
and also of protein, iron, iodine, is treated in a separate 
chapter under the subheadings: history, nature and function, 
pathology and pathogenesis, incidence and epidemiology, symp- 
toms and signs, diagnosis, and treatment.. A useful summary 
for quick reference is also given. The chemistry of the vita- 
mins is not always accurately reported—e.g., vitamin A has 
not been synthesized, at any rate in not more than traces; 
activated 7-dehydrocholesterol is obtained by irradiation of 
7-dehydrocholesterol and not by the irradiation of cholesterol 
unless the sample of cholesterol irradiated contains some 
7-dehydrocholesterol as an impurity. 

The book is well bound and 
photographs. 


DYNAMICS OF ANIMAL POPULATIONS 


Voles, Mice, and Lemmings. Problems in Population Dynamics. By 
Charles Elton, Director of the Bureau of Animal Population, Oxford. 
(Pp. 496. 30s.) Oxford: The Clarendon Press ; London: Oxford Univer- 
sity Press. 1942. 
Oecology is a modern word (according to the N.E.D., 1873 is 
its first date), but its subject-matter, “the relations of animals 
and plants to their surroundings, their habits and modes of life,” 
has interested mankind since the remotest ages. Where modern 
oecology differs from that of our grandparents is in its quantifi- 
cation. Charles Darwin did sigh for numerical data, but was 
very often disappointed ; in his time, too, the theory of bio- 
logical dynamics had not attracted the attention of many mathe- 
matically minded men. Verhulst had done pioneer work on 
the theory of human population dynamics, but it was only the 
rather naive mathematics of Malthus which aroused general 
interest. Now the scene has changed. The researches of Lotka 
and Volterra have provided us with a theoretical scheme and 
a set of intellectual tools at least as valuable to the oecologist 
as classical dynamics have been to the engineer or physicist. 
Another century (assuming that civilization survives so long) 
should see the rapid growth of a science and art of applied 
oecology. That this should happen description and experiment 
are needed—namely, a collation of the scattered evidence pro- 
vided by observers, scientific and unscientific, through genera- 
tions, and exact measurements of what happens in communities 
of wild animals living under conditions which can, at least in 
some measure, be controlled and simplified. 

Mr. Charles Elton, who has done pioneer work both as a 
critical historian of oecology and an experimenter, surveys a 
part of the subject in this treatise. The theme of the volume is 
a study of the dynamics of populations of voles, mice, and 
lemmings, but from the nature of the subject this involves an 
almost equally detailed survey of the dynamics of other animal 
(and plant) populations, including naturally Homo sapiens (at 
least the specimens living and working in Labrador or Ungava). 
To the general reader the second half of the book (Parts III 
and IV) will make a stronger appeal than the first half ; it has 
more unity and will tell him in vivid language a great deal 
that is interesting and romantic in the history of a part of the 
British Empire which is little more than a name to him. How 
trading in the skins of furry animals began, what sort of people 
the hunters were, the relation of good years to bad yeurs, the 
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interplay of hunters and hunted, men, beasts, birds, illustrated 
where possible by simple statistics, are very well described. 
Only a very dull reader will fail to catch at least a little of the 
author’s enthusiasm. 

In the first part of the book Mr. Elton is not quite so inter- 
esting, but that is not wholly or mainly his fault. His account of 
the work done by himself and his colleagues on experimental or 
quasi-experimental lines is condensed and must be supplemented 
by reference to the original papers to make it clear. He is rather 
too reluctant to risk the criticism or inattention of those to whom 
ignorance of mathematics is a cardinal virtue ; it is quite true 
that the work of Volterra and Lotka is difficult to explain 
without some algebra, but Mr. Elton has a gift of expression 
and might have tried. Then, to at least one reader, the labours 
of near-to-home authorities and committees in times of vole 
plagues suggest the activities of Mr. Snodgrass ; many questions 
are asked and much is said, but the result is meagre. One may 
well agree with Mr. Elton’s conclusion that all remedies are 
effective provided they are not applied too soon. Of course, 
to the epidemiologist the aetiology of the diseases which so 
often reduce a locust-like abundance of voles to scarcity is of 
particular interest. Some will try to relate natural epidemiolog 
to that of the artificial herds of Topley and his collaborators. 
These workers stressed the general conclusion that their herds 
were aiways in a state of unstable epidemiological equilibrium, 
so unstable that a very slight jar—for instance, in one striking 
case, a mere change of external temperature—may lead to a 
devastating epidemic in a herd which has long lived at a favour- 
able endemic level. Mr. Elton shows that in Nature the equili- 
brium of a herd the populaticn of which is rapidly increasing 
is not only unstable but, inductively speaking, always upset. 
He indicates from both experimental and descriptive data some 
pathological instruments of the disaster. But much remains to 
be done before any general pathological solution is reached. 

Mr. Elton should find many readers; his subject, many 


students. It is, in the strict sense of the adjective, a fascinating 
subject’ giving scope for technical knowledge of many 
disciplines. 





Notes on Books 


The Fifth Addendum to the British Pharmacopoeia, 1932, was 
published on May 15, 1942, and became official from that date. 
A list of the new monographs and of the emendations to existing 
monographs appeared in our issue of May 2 (p. 560). It should 
be noted that as a wartime measure to economize alcohol this 
Addendum contains certain monographs giving formulae for 
concentrated preparations to be used as alternatives to the 
corresponding preparations of the B.P. The inclusion of these 
formulae does not imply a recommendation of the use of the 
drugs, but merely provides for their use in the form which 
requires the least possible amount of alcohol. This Addendum. 
like its predecessors, is published for the General Medical 
Council by Constable and Co., 10, Orange Street, Leicester 
Square, W.C.2. It includes cumulative indexes to all five 
Addenda arranged according to the alphabetical order of the 
English names of the official drugs and preparations. 





Preparations and Appliances 


A FACTORY SURGICAL TROLLEY 


Dr. N. HowarpD MuMMeRY, ex-chairman of the Association of 
Industrial Medical Officers, writes: 

The trolley shown in the accompanying illustrations fulfils a 
twofold object, and should interest other wartime factory 
medical officers and surgeons of urban first-aid posts. It pro- 
vides for the easy transport to any part of the works of every- 
thing likely to be required in dealing on the spot with serious 
accidents or air-raid casualties. It also provides ample 
Surgically clean table accommodation for instruments and 
dressings, which is always lacking on such occasions. — Its 
dimensions are governed by the width of the black-out doors 
of workrooms, and allow also of its use between the beds of 
an ambulance-room ward. The trolley is mounted on two cyc!e 
Wheels and a small swivel wheel. A perambulator handle is 
fixed at either end. The exterior is grained and varnished and 
the interior is white enamelled. The two sloping lid sections 


are hinged and fold down on to sliding horizontal supports to 
provide a table on either side covered with a glass substitute 
which is washable, heat-resisting, and not easily stained. 

The interior consists of two superimposed horizontal com- 
partments. The lower deeper one contains blankets, 2 Thomas 
splints, 2 shaped Crammer splints, and several smaller ones, all 
padded and ready for use. The upper compartment is divided 
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into two full-length easily removable trays. One of these for 
half its length is fitted with lotion and drug bottles, held in 
position during transit by recessed bases and a removable three- 
ply board with felt-lined holes. Surgical instruments, syringes, 
and dressings are sterilized and wrapped in towels with pin-on 
contents labels, and kept in the trays. Bowls, rubber gloves, 
tourniquets, arm slings, and ample dressings and wool are 
similarly wrapped and within reach. Hot sterile water and hot 
saline tea are contained in vacuum flasks. 
The trolley has been made from odds and ends 


A BABY’S TEAT 

The Cannon Rubber Manufacturers Ltd. (Sa, Welbourne Road, 
Tottenham, N.17) make a novel type of rubber teat for use with 
feeding-bottles. It has a special flange which holds it firmly on 
the bottle, and it is claimed that the “ modern teat” (under 
which name it is sold) has a high degree of durability which 
gives it a long life—even allowing for the fact that it is readily 
sterilized by heat. An enlarged ball top and general resiliency 
make it necessary for the baby to work hard with the jaws, and 
to this extent this teat resembles the natural nipple. Hospital 
experiments appear to warrant the high claims made by the 
manufacturers. 
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HAZARDS OF TRANSFUSION 
LECTURE BY COL. LEONARD WHITBY 


At the annual general meeting of the Harveian Society of 
London Col. L. E. H. Wurrpy delivered the Harveian Lecture, 
taking for his subject ““ The Hazards of Transfusion.” 


Transfusion, he said, should be a perfect tissue graft. There 
should be no reaction or disturbance of any kind. But reac- 
tions were common: rigors occurred in about 8° of adminis- 
trations. He could not help casting his mind back for more 
than twenty years to the use of the old Compton tube, when 
his own life was saved by that method on the battlefield in 
the last war. The success of that early work was certainly 
remarkable. The amount administered was rarely more than 
one pint, the rate was that at which the blood would flow in, 
and when cleanly administered by an expert the therapeutic 
value was assured. Nowadays reliance had to be placed on 
citrated blood, which had greatly widened the scope of trans- 
fusion, making it possible to store blood for long periods and 
administer large quantities, but it had brought in certain addi- 
tional hazards, and he sometimes wondered whether the physi- 
cian to-day might not regret the passing of the Compton tube 
when he wished to give, particularly to a medical patient, some- 
thing just a littke more than mere volume or mere numbers 
of red corpuscles. Whole blood unmodified was the nearest 
approach to a perfect tissue graft. 

Hazards could be placed in four categories: (1) the systemic 
type of reaction, particularly associated with the crystalloid 
fluids ; (2) circulatory disasters due to the general condition of 
the patient ; (3) intravascular haemolysis, ordinarily concerned 
with the blood being administered, with questions of incom- 
patibility ; and (4) diseases transmitted from donor to recipient. 


Systemic Reactions 

The statistical side of these reactions was difficult to elicit 
because the incidence varied with the person giving the trans- 
fusion, the method employed, the rate of administration, and 
the condition of the patient. Too fast a rate was a common 
cause of rigor. Some of the rigors seen in the casualty ward 
were due not to incompatibility but to the fact that the patient 
could not take blood at a fast rate. Most authorities now 
agreed that with stored blood cleanly and properly taken the 
incidence of reactions was no greater than with fresh blood, 
provided that the blood was not more than three weeks old. 
Pyrexial reactions were mainly due to foreign protein, either 
dead bacteria or even living bacteria which were non-pathogenic, 
all of which might be found in stale distilled water. If there 
was at hand a supply of good tap water it was much better 
to make up the intravenous solutions with fresh tap water than 
with stale distilled water, because the bacterial content was very 
much lower. The requirements for intravenous work were 
scrupulous cleanliness, fresh distilled water, and solutions which 
had been autoclaved in their final containers on the day on 
which they were made up. If blood was administered fresh it 
caused no reaction, and if it was immediately cooled in the 
refrigerator in order to restrain the multiplication of the few 
contaminating bacteria it was all right for use; but if it was 
taken out of the refrigerator and allowed to warm up and 
perhaps put back in the refrigerator and used at a later date, 
one was asking for trouble. The most important differentiating 
feature between a pyrexial reaction due to bacteria or some 
foreign protein and the reaction which indicated intravascular 
haemolysis from incompatibility was that true incompatibility 
was almost always associated with violent lumbar pain occur- 
ring instantaneously. 


Circulatory Disasters 

Crystalloid solutions left the circulation even though blood 
volume was reduced. Their proper use was for the treatment 
of tissue dehydration and not for their fleeting effect on blood 
volume restoration. On the other hand, water which was bound 
to protein, as in blood, serum, or plasma, was retained in the 
circulation if blood volume was reduced, and, if excreted, it 
did not follow the same path as water bound to a crystalloid. 
Transfusions under war conditions had to be of a massive order 
—5 or 7 pints of blood or blood substitute—and there was 
danger of overloading the circulation. An analysis of 6 trans- 
fusion fatalities in peacetime showed that in 4 the deaths were 
due to pulmonary oedema, but these were people with enfeebled 


cardiac muscle. It could be assumed that the ordinary casualty 
in war had a normal cardiac muscle before being wounded ; 
from an experience of 150 transfusions in casualties he had 
yet to see a case of pulmonary oedema from necessary massive 
transfusion. Failure to restore blood volume was a much 
greater danger. 

Incompatibility 

The question of incompatibility grew more confused every 
day. The hazard to be faced with gross incompatibility was 
agglutination and lysis of the cells, leading sometimes to im- 
mediate death, more often to death within a few days, but 
death was by no means inevitable. There must be quite a 
number of people who had survived incompatible transfusion 
with not very alarming symptoms. Landsteiner group com- 
patibility depended upon proper serum for carrying out group 
tests. The greatest danger was the use of an impotent serum. 
Infected testing serum also gave rise to considerable difficulty, 
because it had pan-agglutinizing properties. Cold agglutination 
—agglutination which occurred only below body temperature— 
gave rise to the same kind of result. 

Col. Whitby discussed the degree of safety of “ universal 
donors,’ emphasized the great importance, especially in re- 
peated transfusions, of performing a 
properly and also of the simple biological test, the slow injec- 
tion of the first 20 c.cm. of the transfusion, and the fallacy of 
assuming that the once compatible donor would always be 
compatible to the same recipient. He also referred to the 
prominence recently given to the rhesus (Rh) factor. Ideally 
one should transfuse with Rh-negative donors, but if one could 
not cetermine this factor specifically (and it would probably 
be some time before there were sufficient supplies of serum 
for that purpose) one could obtain relative security with the 
direct grouping test and the simple biological test. The Rh 
factor had been used to explain the haemolytic tragedies of 
birth—erythroblastosis foetalis and icterus gravis—and the 
factor was probably the explanation of most of the hazards 
which had been previously attributed to Group O donors. For 
a single transfusion it was probably quite unimportant (except 
in pregnancy and the puerperium), but for multiple transfusions 
and for pregnant women every effort should be made to exclude 
the factor. The old clinical impression that it was dangerous 
to employ the same donor for the same recipient more than 
once might be explained by this Rh factor in that the Rh- 
positive individual was potentially dangerous for multiple trans- 
fusions to a Rh-negative recipient. 


Transmissible Diseases 

In diseases transmissible from donor to recipient syphilis 
came first to mind, but the risk in this country was not great. 
Up to the time of war about 40 cases of transmitted syphilis 
had been reported in this country and America. The usual 
safeguard was a serological test of the donor, but the limita- 
tions of that safeguard should be appreciated. The late 
primary and early secondary stages of syphilis were the most 
infectious, but in these the serological test was often negative, 
or at least doubtful, whereas with a good tertiary there would 
be a positive serological test and yet the individual! might be 
quite innocuous as a donor. Storage of blood afforded a con- 
siderable protection against syphilis because the spirochaete 
appeared to survive only five days in the refrigerator. 

There had been practically no reports of the transference of 
virus infections from stored blood. Malaria was a hazard diffi- 
cult to avoid. Ideally, in peacetime one would not use as a 
donor anyone who had even resided in a malarial endemic 
country. Nobody knew how long the parasite survived under 
refrigerator conditions. Allergy to proteins might be trans- 
mitted, as a rule lasting for only a few weeks. 


Col. Whitby summarized his lecture by saying, that the 
majority of transfusion hazards were avoidable. The simple 
pyrexial ones could be eliminated by scrupulous cleanliness ; 
practical experience and clinical judgment would reduce the 
incidence of circulatory disasters, while as to intravascular, 
haemolysis from incompatibility, that would always crop up 
from time to time, but mainly as the result of improper per- 
formance of grouping tests. He spoke of the limitations of 
stored blood, and said that there was now some danger that 
the convenience of the blood bank might outweigh the thera- 
peutic ideal. 


direct grouping test: 





\} 


i 
URNAL 





casualty 
yunded ; 
he had 
massive 
4 much 


d every 
lity was 
| to im- 
ys, but 
quite a 
isfusion 
p com- 
t group 
serum. 
fficulty, 
tination 
‘ature— 


niversal 
in re- 


ng test’ 


v injec- 
lacy of 
jays be 
to the 
Ideally 
e could 
robably 
serum 
ith the 
The Rh 
dies of 
nd the 
hazards 
s. For 
(except 
fusions 
exclude 
ngerous 
re than 
he Rh- 
© trans- 


syphilis 
t great. 
syphilis 
> usual 
limita- 
ie late 
e most 
2gative, 
would 
ight be 
a con- 
ochaete 


2nce of 
‘d diffi- 
‘eas a 
ndemic 
| under 

trans- 


at the 
simple 
liness ; 
ice the 
ascular, 
rop up 
er per- 
ons of 
er that 
thera- 





JUNE 6, 1942 


PREGNANCY TOXAEMIA AND POSTERIOR PITUITARY 


BriTisH 699 


MEDICAL JOURNAL 








BRITISH MEDICAL JOURNAL 


LONDON 


SATURDAY JUNE 6 1942 








PREGNANCY TOXAEMIA AND THE 
POSTERIOR PITUITARY 


Toxaemia of pregnancy continues to exact its annual dis- 
tressing toll of mother and babe alike, at times killing with 
one tragic blow and at others sparing life for a future of 
impaired health or further obstetrical disappointments. The 
results of a carefully conducted follow-up. of cases at the 
Women’s Hospital, Melbourne, recently published by 
Krieger and Rome' revealed that if toxaemia occurs in one 
pregnancy there is a one in three chance of its recurring in 
the next. Should this recurrence take place, then the risk 
for a subs@quent pregnancy is increased to two in three; 
and if for the third time toxaemia occurs then the chances 


are 100% that it will recur in any pregnancy that may - 


follow. Other facts have been discovered about the 
clinical manifestations and sequels of toxaemia, and as a 
result the trend of treatment has been to induce labour 
earlier than was done a few years ago. But the great 
problem of the aetiology of the condition still remains 
unsolved, and upon its solution must rest any effective hope 
of finally controlling its incidence. 

Evidence has been accumulating to suggest that the pos- 
terior pituitary plays a most important part. Hofbauer’ 
in 1918 postulated an endocrinal basis for the condition and 
suggested a disturbance of the neuro-hypophyseal-adrenal 
equilibrium. Ten years later Kustner* demonstrated that 
the blood of an eclamptic woman contained a substance 
which would stimulate expansion of melanophores in the 
frog. In 1932, four years after Kustner’s work was pub- 
lished, Anselmino, Hoffmann, and Kennedy* drew atten- 
tion to the fact that chronic pituitrin poisoning in rabbits 
produced pathological changes in the kidneys resembling 
those seen in pregnancy toxaemia. Using blood ultra- 
filtrates from toxaemic patients, they were able to detect in 
many of them an increase in the amount of posterior pitui- 
tary hormone present. The problem was approached from 
a different point of view by Cushing’ and by Ahlstrém,° 
who studied the histology of the pituitary in fatal cases of 
toxaemia and found a basophilic hyperplasia of the pars 
intermedia, which in severe cases was usually associated 
with an infiltration of the pars nervosa by masses of these 
hyperplastic cells. Evidence to indict the pituitary was 
slowly accumulating but as yet was imperfectly co- 
ordinated. The picture has now been much clarified by the 
research of Chunilal Mukherjee.’ He reviews the work 
and results of previous investigators, and by drawing atten- 
tion to’ the fact that the posterior pituitary autacoid con- 
tains an antidiuretic and a melanophore-expanding hor- 
mone in addition to a vasopressor substance he is able to 
offer a convincing explanation for some of the apparently 
confusing results of earlier workers. He modelled his 
approach to the problem on the work of Anselmino, and 
conducted biological and biochemical investigations on the 
blood of toxaemic patients. The biological tests were per- 
formed to investigate certain of the properties of ultra- 





1 Med. J. Austral., 1941, 1, 597. 

2 Zbl. Gyrd*., 1918, 42, 745. 

3 Arch. Gy1.dk., 1928, 113, 331. 

4 Edinb. med. J., 1932, 39, 376. 

35 Amer. J. Path., 1933, 9, 539. 

6 Klin. Wsckr., 1935, 14, 1456. 

‘J. Obstet. Gynaec. Brit. Emp., 1941 48 586 


filtrates prepared from the blood of toxaemic women. For 
this purpose three main sets of experiments were carried 
out. The melanophoric response was tested on a selected 
species of frog, the antidiuretic effect was tested on female 
guinea-pigs, and vasopressor effects were tested on decere- 
brated and chloralized cats. In all three cases the results 
were classified as mild, moderate, and “ marked,” and it is 
interesting and important to note that similar results were 
obtained in the same experiments by the injection of pos- 
terior pituitary preparations. It was found that when 
blood was taken from a toxaemic patient with hypertension 
a positive melanophoric response was always obtained, and 
was, moreover, always either strong or moderate. A similar 
result was obtained when the blood was taken from a 
pregnant patient with a daily urinary output of less than 
22 oz. associated with albuminuria. It appeared, therefore, 
that there was some association between the hypertensive 
and antidiuretic factor. This antidiuretic factor was demon- 
strated in the blood of all toxaemic patients in the series 
analysed. Summarizing and correlating his results, Muk- 
herjee found that a high antidiuretic response was in most 
cases associated with high vasopressor and moderately high 
melanophoric activity, and a low vasopressor activity was 
accompanied by a correspondingly low antidiuretic and 
melanophoric response. When these findings were correlated 
with the clinical picture it was seen that the type of 
response obtained from the blood filtrate corresponded with 
the predominating clinical manifestation: e.g., in 20 out of 
26 oliguric patients powerful and moderate antidiuretic 
properties were found in the filtrate, whereas in nearly all 
of the hypertensive cases strong and moderate vasopressor 
effects were obtained. Attempts to discover the chemical 
nature of the ultrafiltrate were not conclusive. Its potency 
rapidly deteriorated when alkalis were added or when 
ultraviolet-ray exposure was given, and it appeared that the 
antidiuretic factor was more readily destroyed than the 
vasopressor one. The melanophoric property of the filtrate 
was the last to be destroyed. The filtrate was found to be 
fairly thermostable, and in this respect compared favourably 
with the similar property of posterior pituitary hormone. 
The biochemical investigations made were based chiefly on 
the experiments of Urechia, Retezeanu, and Groze* and of 
Draper and Hill,’ who discovered that with experimental 
injections of pituitary extracts the inorganic phosphate 
level of the blood rose and the carbon-dioxide-combining 
power fell. Mukherjee estimated the inorganic phosphorus 
of the blood in 30 toxaemic patients and in 25 determined 
the carbon-dioxide-combining power. The results obtained 
showed that in these cases of toxaemia the inorganic 
phosphate level rose unmistakably and the carbon-dioxide- 
combining capacity of the blood fell. It would appear, 
therefore, that in these two respects the toxaemic patient 
behaves very like the experimental individual who receives 
injections of standard pituitary extracts. 

In the concluding stages of his work Mukherjee carried 
out a small series of experiments on human beings, trying 
(1) the effect of pitressin on normal pregnant women, (2) 
the effect of pitressin on toxaemic patients, (3) the effect of 
ultrafiltrates obtained from the blood of toxaemic patients 
on normal pregnant women, and (4) the effect of these 
ultrafiltrates on toxaemic patients. It was found that the 
normal pregnant woman showed only a limited response to 
pitressin, the systolic blood pressure rising from 8 to 10 
mm. mercury after 1/4 c.cm. had been administered, and 
30 to 40 minutes after 1 c.cm. had been given the blood 
pressure returned to normal. Attempts to estimate the 
antidiuretic effect of pitressin in the same patients revealed 
that even in these normal women there was a definite 
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retention of fluid. When pitressin was given to patients 
suffering from pregnancy toxaemia the effect obtained 
varied according to the clinical degree of toxaemia present. 
All of them showed a prompt rise in blood pressure. A 
patient with a blood pressure of 148/128 gave a vasopressor 
response of 22 mm. mercury systolic and 12 mm. diastolic 
after a single injection of 1/4 c.cm. pitressin. This high level 
was maintained for 8 hours. It was found that the diastolic 
rise Was more constant than the systolic. The average rise 
of systolic pressure in the group studied was 18 mm. and 
the maximal was 28, while the average diastolic rise was 
10 mm. In all cases the diastolic rise was proportionately 
higher than the systolic, suggesting a definite relation 
between the intensity of toxaemia and the rise of diastolic 
blood pressure. The antidiuretic effect of these injections 
was much greater in the toxaemic patients than in the 
normal controls, and in every case the amount of albumin 
in the urine increased. When ultrafiltrates obtained from 
the blood of toxaemic patients were administered both to 
normal pregnant women and to women suffering from 
pregnancy toxaemia the results were very similar to those 
already obtained in the control series by the injection of 
pitressin, and associated with these findings it was noted 
that the blood phosphate level rose in the toxaemic group. 

The evidence has been carefully collected and well 
analysed. It suggests that the symptoms of pregnancy 
toxaemia are due to the action of the posterior pituitary 
hormone and that this is produced in excess in toxaemia: 
but the picture is still incomplete. It remains to be dis- 
covered why it is produced in excess and why the patient 
is so susceptible to its action. 








DRUGS FOR ANGINA 


The medical treatment of angina of effort, apart from the 
transitory effect of nitrites, is exceedingly difficult to assess. 
If any drug were powerfully efficacious no argument would 
arise. Slight benefits have been claimed for various com- 
pounds, because even a slightly favourable result is to be 
welcomed in a disease so often menacing and sometimes 
so painful. Difficulties in assessing drug therapy come in 
addition from the following facts. Controlled observation is 
difficult. The severity of the symptoms waxes and wanes with 
or without treatment. The personal factor is present both in 
patient and in physician in the assessment of the severity 
of pain. The results of animal experiments involving the 
action of drugs upon coronary dilatation or constriction 
are not necessarily applicable to human beings. The 
evidence available up to the present upon this point has 
therefore been inconclusive. Before 1933 many clinicians 
believed that the theobromine compounds relieved the 
pain of effort angina in some patients. Evans and Hoyle’ 
then published their well-known and carefully controlled 
observations upon 90 patients, who were unaware whether 
they were taking a placebo or the drug plus the placebo. 
These workers could not convince themselves that any drug 
they tested, including theobromine compounds, was of any 
real value. Their conclusions were confirmed by Master and 
others,’ and also by Gold, Kwit, and Otto.’ Other observers 
have claimed contrary results. 

The problem has also been approached electro- 
cardiographically. Exercise, or anoxaemia resulting from 
breathing an oxygen-poor atmosphere (10%), is known to 
cause in patients with coronary sclerosis transitory changes 
in the ventricular complex resembling those found in 
coronary occlusion. (This anoxaemia test has the advan- 
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tage of being objective.) In such cases Goldhammer and 
Scherf* found that previous administration of atropine 
prevented these changes. Levy, Bruenn, and Williams’ ° 
obtained similar benefits from aminophylline (term for 
a compound made by dissolving theophylline in ethylene- 
diamine) and nitroglycerin. In a recent paper Freedberg, 
Riseman, and Spiegl’ report a series of careful observations 
on 15 patients, from whom they obtained a weekly report 
on the number of attacks of pain and their severity. They 
also measured the amount of work, under standard con- 
ditions, necessary to induce pain, and simultaneous electro- 
cardiographic studies were made before exercise, after the 
induction of pain by exercise, and at subsequent measured 
intervals. Their conclusions were as follows.  Nitro- 
glycerin given two minutes before exercise in one dose 
(0.3 mg.) caused considerable diminution in the electro- 
cardiographic changes resulting from exercise, and no pain 
was felt, in 9 of 13 patients ; in 2 others the electrocardio- 
graphic improvement was detectable but less, and pain did 
not occur so readily; in 2 no beneficial results were 
obtained. In medication with theobromine sodium acetate, 
started a week before the test and given in doses of 2 g. 
per day, 4 patients out of 13 could do 50% more work 
before getting pain and the electrocardiographic change 
after exercise was much less ; in 7 patients the improvement 
was evident but not so great, as was the effect upon the 
electrocardiographic tracing: in the remaining 2 patients 
no benefit was discovered. _Quinidine sulphate, studied in 
like manner, was highly beneficial in 4 of 12 patients, 
moderately so in 5, and not at all in 3. The dose here was 
0.3 g. four times daily for a week preceding the test. 
Digitalis, tried in 3 patients only, was not persisted with, 
as all 3 suffered more pain as a result of taking the drug. 
It would thus seem that coronary flow, and consequently 
anginal pain, was improved by nitrites, theobromine sodium 
acetate, and quinidine sulphate: but the effect of digitalis 
was adverse. 

It is, however, clear that in the above small series of 
cases the effect upon pain was not so outstandingly bene- 
ficial as to remove this problem finally from the realm of 
controversy. But the way is clearly pointed to the type of 
investigation necessary. Discovery of some similarly acting 
but more potent pharmacological agent is still the chief 
requ.rement. 





THE UNIVERSAL DONOR 


The use of Group O (IV Moss) blood for recipients of 
other groups has become, since it was first suggested by 
Ottenberg* in 1911, a widely established practice, and those 
having Group O blood have come to be known as “ univer- 
sal donors.” Ottenberg argued that the anti-A and anti-B 
iso-agglutinins, theoretically incompatible for recipients 
whose cells possess the corresponding agglutinogens, would 
be so diluted by the recipient’s plasma as to be rendered 
harmless. A few papers have been published which sug- 
gest that this view is unjustified, but so far the evidence 
has not been very convincing. In our last issue we pub- 
lished an important paper from workers at the North- 
West London Blood Supply Depot, which produces for 
the first time experimental observations designed to test the 
effect of Group O (IV) serum or plasma on the red cells 
of recipients of Group A (II). Aubert and his colleagues 
first of all determined the range of agglutinin titres that 
may occur in Group O (IV) plasma, titrated by the method 





4 Z. klin. Med., 1932, 122, 134. 

5 Trans. Ass. Amer. Physicians, 1939, 54, 244. 
6 Amer. Heart J., 1940, 19, 639. 

7 Ibid., 1941, 22, 494. 

8 J. exp. Med., 1911, 13, 425. 
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of Taylor and Ikin.* The anti-A titre, which was usually 
higher than the anti-B, reached the peak of its frequency 
distribution curve at 256, the highest recorded being 16,384. 
The highest anti-B titre was 4,096, with the peak. of the 
frequency curve at 64. 

Known high-titre Group O (IV) serum or plasma and 
known low-titre Group O (IV) serum as a control was 
then transfused into a series of 16 normal volunteers and 
patients, and the following factors were studied: (1) the 
clinical reaction of the recipient; (2) the effect on the 
recipient’s erythrocytes as measured by the evidence of 
agglutination, changes in red cell count, haemoglobin, 
serum bilirubin, and the presence of haemoglobinaemia or 
haemoglobinuria ; (3) the part played by the anti-agglutinin 
mechanism in the patient. The transfusions with high-titre 
serum or plasma did not produce any reaction which could 
be classed as dangerous. No evidence was therefore 
obtained to support the view often put forward that “ in- 
compatible iso-agglutinins ” are responsible for severe, or 
fatal, haemolytic reactions. In some cases symptoms such 
as pain in the back, rigor, and pyrexia were observed, but 
as symptoms were also found in patients given agglutinin- 
free serum no conclusion can at this stage be drawn about 
their causation. On the other hand, in all the high- 
titre transfusions there was some evidence of destruction 
of red cells in the recipient which was not found in the 
controls given low-titre serum or plasma. The question 
immediately arises, What is the danger level of the titre ? 
In the present series red cells were damaged when the 
titre was as low as 512 by the technique used. It seems, 
therefore, that quite moderate titres are high enough to 
reduce the efficiency of a transfusion designed to raise the 
recipient's red cell count. Roughly 40% of Group O 
(IV) donors have a titre of this level. It must, however, 
be emphasized that transfusion of such blood does not 
endanger the recipient; it only reduces the effect of the 
transfusion. Finally, Aubert and his colleagues were able 
to show that the agglutinogens in the patient's own plasma 
were unable to protect the red cells completely : a reduction 
in plasma agglutinogen after transfusion was demonstrated 
in some instances, in others there was no such reduction. 

Certain practical conclusions emerge from these careful 
observations, the most important of which is that when a 
transfusion is designed to raise the recipient’s red cell count 
homologous group blood should be given if possible. On 
the other hand, in an emergency, when restoration of 
the blood volume of the recipient is urgent, the use of 
‘universal donor” blood is undoubtedly justified. At the 
present moment large amounts of serum and plasma are 
used in the treatment of traumatic injuries. In this country 
these derivatives are prepared after pooling, which reduces 
the titre to a low level ; they can therefore be given with 
confidence to recipients of all groups. It is made abundantly 
clear, therefore, that the general use of the universal donor 
is not dangerous to life; but at the same time it is not the 
most efficient therapeutic measure for a severely anaemic 
patient. 


PULMONARY CALCIFICATION 


The finding of calcified lesions in a radiograph of the lungs 
is so commonly regarded as evidence of healed tuberculosis 
that a recent paper by Olson, Wright, and Nolan’’ should 
give food for thought. These authors made a careful study 
of some 40 families, comprising about 400 individuals, 
living in two adjacent counties in the United States. In 
both districts the incidence of tuberculosis was low as they 
were largely rural, but in one of them the occurrence of 





9 British Medical Journal, 1939, 1, 1027. 
10 Publ. Hith. Rep., Wash., 1941, 56, 2105 


pulmonary calcification was known to be high. They found 
that out of a total of 115 persons with calcified pulmonary 
lesions, 86 were tuberculin-negative while only 29 were 
tuberculin-positive ; the incidence of positive reactors in 
this group was slightly higher than that for the total popu- 
lation, which was about 17%. The authors suggest, on 
slender evidence, that the calcification may have been due 
to previous infestation with Ascaris lumbricoides, which is 
endemic in this district. The fact that the Ascaris migrates 
through the lungs in its larval stage and can produce a 
condition resembling pneumonia was shown by Stewart" 
and Ransom.’ Keller, Hillstrom, and Gass’* described the 
radiological features of this condition, but these did not 
include calcification. Gass and his co-workers'* and 
Lumsden and Dearing’’ have also noted a high incidence 
of pulmonary calcification in tuberculin-negative reactors 
in certain districts of the United States, and the latter found 
that it was associated with the geological distribution of 
limestone and chert formations, and with a high death 
rate from tuberculosis. Very recently Gilchrist, Graham, 
and Davies'’ noted that in a group of adolescent boys with 
radiological evidence of hilar calcification, 57% were tuber- 
culin-negative. In this investigation patch tests were used, 
and these may have been less sensitive than the intradermal 
test, since the total number of positive reactors in the 
group was abnormally low ; nevertheless the figure is note- 
worthy. There seem to be two possible explanations for 
the finding of calcified pulmonary lesions in tuberculin- 
negative reactors. Either healed tuberculosis is not invari- 
ably associated with a positive tuberculin reaction or the 
pulmonary calcification may be due to some other condi- 
tion. When considering such a lesion it is well to remember 
the diseases which are known to cause calcification, such 
as non-specific infections, pneumonoconiosis, and certain 
tumours. At the same time there is increasing evidence 
to suggest that a negative tuberculin reaction does not 
always exclude a previous tuberculous infection. 


ANAESTHETIC PROPERTIES OF STEROLS 


It has been known for a long time that it is exceedingly 
- difficult to cause symptoms of acute poisoning with a single 
overdose of the steroid hormones—that is, the sex hormones 
and the hormones of the adrenal cortex. Of course pro- 
longed use of quite sma!] quantities in experimental animals 
may lead to very undesirable hormonal and other effects ; 
and in man the oral administration of the new synthetic 
sterols may cause nausea and vomiting. Dawson and 
Robson" have shown that intravenous injection of a mas- 
sive overdose of stilboestrol in anaesthetized animals may 
cause a large fall of blood pressure : but nevertheless there 
were no acute fatalities. 

Hans Selye’* has now demonstrated that in a variety of 
animals it is possible to cause anaesthesia and later death 
from respiratory paralysis with a large number of sterols, 
both synthetic and naturally occurring (including progeste- 
rone, desoxycorticosterone, testosterone, a-oestradiol, and 
stilboestrol) ; but they must be administered intraperito- 
neally or intravenously in vast doses, for absorption from a 
subcutaneous injection does not seem to be rapid enough. 
For instance, it requires an intraperitoneal injection of 
some 35 mg. of progesterone to cause anaesthesia in a rat 
weighing 100 g. This would be, weight for weight, a 
dosage of 21,000 mg. for a woman of 60 kg., whereas the 
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therapeutic dose (e.g., for threatened abortion) is 5 to 10mg. 
Obviously this anaesthetic property of the steroids might 
prove to be of practical importance, and Selye has shown 
that, though there are wide variations between different 
animals, and though the safety margin between the full 
anaesthetic and the lethal dose has not been fully investi- 
gated, it is yet possible to secure for several hours a quiet 
deep anaesthesia suitable for abdominal surgery ; recovery 
without apparent ill effects takes place. Progesterone and 
desoxycorticosterone are the most efficient anaesthetics, 
while testosterone and dihydroxydiethylstilboestrol may 
cause tonic convulsions or fatal pulmonary oedema. It is, 
for obvious reasons, an additional disadvantage that, so far 
as these steroids have been investigated, only those which 
are active as hormones have anaesthetic properties. Their 
effect is greater in the female, a phenomenon apparently due 
to the presence of androgens in the male, for castration 
makes him more sensitive, while prolonged administration 
of androgens to the female reduces her sensitivity. On 
the other hand, previous treatment with these substances 
potentiates the action of volatile anaesthetics, so they might 
perhaps be useful for basal narcosis. Partial hepatectomy 
greatly increases the depth and duration of anaesthesia, so 
it is supposed that detoxication takes place in the liver. 
Hypophysectomy and adrenalectomy a few days previously 
also increase the sensitivity of the animal, and this may 
possibly be associated with the sexual differences. 

This strange relationship between the sterols and anaes- 
thesia may point the way for future research, but it looks 
as though it will be a very long time before they are applied 
in practical anaesthetics. 


WORLD NEEDS OF DANGEROUS DRUGS 


The Supervisory Body under the 1931 Convention on the 
limitation of manufacture of narcotic drugs has published 
the ‘estimated world requirements of dangerous drugs for 
1942. The Supervisory Body is composed of four members 
appointed respectively by the Advisory Committee on 
Opium of the League of Nations, the Permanent Central 
Opium Board, the Health Committee of the League, and 
the Office International d’Hygiéne Publique. Its duty is to. 
examine the estimates of the narcotic requirements supplied 
by Governments party to the Convention, and to draw up 
such estimates, so far as possible, for those countries or 
territories for which estimates have not been submitted. 
The annual statement issued by the Supervisory Body is the 
basis on which the whole machinery of international con- 
trol of the manufacture of and commerce in dangerous 
drugs rests. Such control increases in importance during 
wartime. The experience of 1914-18 and of the post-war 
period showed that “ drug addiction spread until it assumed 
the proportions of a real epidemic of addiction.” The 
receipt of the estimates for 1942 was delayed owing to war 
conditions, but the statement now issued includes esti- 
mates furnished by 46 countries and 31 territories, leaving 
estimates to be framed by the Supervisory Body for 22 
countries and 65 territories. The total estimates of world 
requirements, in kilogrammes, of each of the principal 
drugs for 1942 are as follows : morphine 49,737, heroin 834, 
cocaine 4,748, codeine 32,776, dionine 3,148. A compari- 
son of these figures with the estimates for each of the five 
preceding years does not show any very marked variation. 
The estimates for 1942 for the United Kingdom are given 
as morphine 1,247 kg. for use as such, plus 3,713 kg. for con- 
version ; heroin 85, and 160 for conversion ; cocaine 301, 
and 425 for conversion ; codeine 220, and 2,183 for conver- 
sion. For Germany, morphine for use as such is given as 
550 kg., with 5,000 kg. for conversion. For the U.S.A., mor- 
phine for use as such amounts to 2,250 kg., and 8,001 kg. 


for conversion. For China the estimate for morphine is 
201 kg., for India 205 kg.; for Japan the figure is 1,700 kg. 
as framed by the Supervisory Body. It is noted that supple- 
mentary estimates are not infrequently sent in after the 
close of the year from which the estimates for the succeed- 
ing year published in the annual statement of world require- 
ments are compiled. Thus in the case of the estimates for 
the year 1941 supplementary estimates were received after 
December, 1940, which increased the world requirements 
for 1941 by 3,776 kg. for morphine, 133 kg. for heroin, 
1,412 kg. for cocaine, and 3,456 kg. for codeine. 


MARCH HAEMOGLOBINURIA 

March haemoglobinuria was first described by Fleischer 
in 1881, and some 40 cases have now been published. 
The only symptom is the passage of red urine, found on 
examination to contain haemoglobin but not red cells, 
after walking or marching for some hours or after 
strenuous running; in some cases the haemoglobinuria 
occurs after only a quarter of an hour’s march. The cases 
so far recorded have all been in males, usually young and 
otherwise healthy. The condition is apparently benign, 
and in many instances has ceased spontaneously after 
months or years. Gilligan and Blumgart,’ who have 
studied this disorder and the literature, have failed to 
discover the cause. They have found, however, that 
physical examination is usually negative, though slight 
enlargement of the liver has been recorded in a few 
instances, and that the blood picture between the attacks 
is normal. There is slight haemolysis during the attack, 
and haemoglobinaemia is always present, and may occur 
without haemoglobinuria if the exercise has been insufti- 
cient to produce a frank attack. Marching or running 
causes haemoglobinuria, whéreas a bicycle ride requiring 
considerably more exertion fails to do so. This suggests 
that posture is important, and the authors have shown in 
their cases that if the marching is undertaken while the 
patient wears a plaster cast to induce kyphosis there is no 
haemoglobinuria. This probably means that stasis, with 
consequent haemolysis, occurs in some organs when 
exercise is undertaken in the erect position, but no exact 
information on the site of the haemolysis has yet been 
obtained. March haemoglobinuria bears no relation to 
orthostatic albuminuria. It is probably commoner than is 
at present recognized, and its importance at a time when 
thousands of young men are in training is obvious. The 
main thing is to realize that there is such a syndrome, and 
to differentiate between it and haematuria and between it 
and other types of haemoglobinuria, such as paroxysmal 
haemoglobinuria of chilling (syphilitic type), haemolytic 
anaemia with nocturnal haemoglobinuria (Marchiafava- 
Micheli disease), and favism. March haemoglobinuria 
requires no treatment beyond a reassurance that the con- 
dition is not serious, but as the passage of red urine is 
likely to cause apprehension it is wise to discover the 
degree and type of exercise producing it, and to advise 
that such exercise should be avoided. In the case of a 
soldier this would mean placing him in a lower grade. 


Sir Henry H. Dale, President of the Royal Society, will 
retire from the post of Director of the National Institute 
for Medical Research on September 30. To succeed him 
the Medical Research Council has appointed Prof. C. R. 
Harington, F.R.S., who is at present Professor of Chemical 
Pathology in the University of London and Director of the 
Graham Medical Research Laboratories in University Col- 
lege Hospital Medical School. 


1 Medicine, 1941 20, 341. 
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THE PLACE OF SOCIAL MEDICINE IN THE 
REORGANIZATION OF HEALTH 
SERVICES* 


BY 


Sir FARQUHAR BUZZARD, Bt, K.C.V.O. 
M.D., F.R.C.P. 


Regius Professor of Medicine in the University of Oxford 


I propose to deal with my subject by attempting to answer 
the following three questions : (1) What is social medicine? 
(2) Why should social medicine be included in the reorgan- 
ization of the profession? (3) How should that process be 
carried out? 


The intimate association of medicine with cures and remedies 
dates from the earliest ages, and the art of remedial medicine 
has at all times made a powerful appeal to the human heart and 
mind. Its fascination has been constantly reinforced in modern 
days by the immense progress of clinical observation on the 
one hand and by the invaluable contributions of the scientific 
laboratories on the other. It is therefore scarcely to be wondered 
at that the glamour arising from correct diagnosis and efficient 
treatment has largely dominated the interest of medical men 
themselves, and also that of the public, in the activities of 
our profession. While it is true that parallel progress has been 
made in the field of public health and preventive medicine, 
those responsible for it have been obliged to work in an atmo- 
sphere permeated by apathy rather than by sympathy on the 
part of the public and without the measure of encouragement 
so readily afforded to those concerned with the relief of 
suffering. The public still cherishes much of its ancient fatalistic 
attitude towards the incidence of disease and disability, and is 
slow to appreciate the knowledge which has accumulated con- 
cerning their origins and the consequent increment, both actual 
and potential, in our preventive drmament. Nor must we forget 
that our social system is so constituted that neglect of health 
preservation, ignorance of the laws of good health, and ill- 
health itself provide the dividends on which the livelihood of 
most doctors depends. 

Various factors, therefore, have combined to put remedial 
medicine in a strong position. It has received so much support 
from the State, from the local authorities, and, in particular, 
from the generous public that, with improvements in its organ- 
ization, its future progress may be regarded as well ensured. 
And this position is still further secured by the numerous 
centres devoted to teaching and research scattered throughout 
the country. 


A Field for Research 


Preventive medicine is, comparatively speaking, neglected, 
not so much by the State or by the local authorities as by the 
general public. Teaching in this branch of medicine has never 
received the encouragement and respect which it deserves, while 
research, though often brilliantly executed, has been largely 
restricted to such subjects as environmental and _ personal 
hygiene, epidemiology, and parasitology. And yet there is a 
vast field for research which has been little explored and which 
is best indicated by the term “ Social Medicine.” 

Social medicine is not a new subject. It embraces a number 
of branches of medical, sometimes combined with lay, activity 
which are already being carried on under various names. 
Clinics associated with infant welfare and child guidance, the 
ante-natal departments of hospitals, school medical services, 


- and institutes of industrial psychology and of tropical medicine 


are all examples which illustrate this fact. Nevertheless, it is 
difficult to avoid asking whether all these activities, all this 
effort, are making their full contribution to the advance of 
knowledge. Is this enormous -mass of social material and social 
observation being so utilized as to hasten the attainment of the 
ultimate object of medical endeavour—the promotion and pre- 
servation of health and the prevention of disease? 





* A paper read to the Oxford Division of the British Medical 
Association on May 13, 1942. 


REORGANIZATION AND THE PLACE OF SOCIAL MEDICINE 


As we have already seen, remedial medicine is well provided 
with hospital and university centres where the investigation of 
pathological conditions is thoroughly carried out, where much 
light has been and is being thrown on the nature of disease, 
and where advances are constantly being made in methods of 
diagnosis and treatment. But the question why do certain indi- 
viduals suffer from some forms of illness and others from 
different ones is rarely answered. We know the nature of a 
peptic ulcer, we may even be able to produce one in animals 
experimentally ; we know how to diagnose it and how to treat it, 
but we are a long way from determining its incidence—why 
Smith is a victim and Jones escapes. But an answer to this 


- question, as to many others, is not only essential to the pro- 


motion of public health but may perhaps be found only as 
the result of work in.the social field, from a scientific study 
of the conditions under which both the sick and the healthy 
live and work. 

We believe, therefore, that the time has come when preven- 
tive medicine should possess, like remedial medicine, centres of 
research staffed by men and women giving their whole time to 
the solution of a number of problems, many of which at the 
present moment seem to be nobody’s business. They should 
be closely associated with the university medical schools on 
the one hand, and with hospitals or groups of hospitals on the 
other, the former providing the facilities for research and the 
latter the access and the key to material. We still await 
the establishment of the first chair and the first department of 
social medicine in this country. 


The Scope of Inquiry 


We should, I think, attempt to define the long-term policy 
of such a development. Its chief aim would be to expose the 
sources and bases whence arise ill-health and disability, by in- 
vestigating the influence of social, genetic, environmental, and 
domestic factors on the incidence of human disease. Such a 
definition brings within the scope of inquiry such varying 
agents as heredity, nutrition, climate, and occupation, and 
Coes not disregard the part played by individual and mass 
psychology. 

A second and equally important aim may be described as the 
search for and promotion of measures, other than those usually 
employed in remedial medicine, for the protection of the indi- 
vidual and of the community against such forces as interfere 
with the full development and maintenance of man’s mental and 
physical capacity. 

If, in the course of time, any success attends these two efforts 
we should see grow up an increasingly healthy and capable 
race and one much less dependent on the help of remedial 
medicine for its fitness and its survival. It would indeed be 
something worthy of these efforts if, a quarter of a century 
hence, the demands for hospital accommodation and the calls 
on private practice were to present a descending rather than an 
ascending curve. Some of you might even live to see the day 
when the pride of hospitals in the number of their in-patients 
and out-patients and in the length of their waiting lists gives 
place to a pride on the part of health services in the diminished 
and diminishing need for hospital accommodation. 

I hope I have said enough to satisfy your curiosity on*two 
points: (1) that there are to-day-branches of our profession 
actively engaged in the promotion of public health the value 
of whose efforts might be enhanced by better organization, 
guidance, and co-ordination ; and (2) that there is ample scope 
for more work and more skilled workers in the same field, which 
may be designated appropriately as that of social medicine. 


Improving Professional Organization 


The third question requires further consideration. How can 
these deficiencies in our professional organization be best met? 
] have already indicated that the first step is the establishment 
of professorial departments or institutes of social medicine in 
close association with hospitals, and I entertain no doubt that 
we shall see this development in several centres of this country 
in the next few years, following the example of what is already 
taking place elsewhere. 
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An indirect result of this step, one that many of us would 
welcome, would be the influence which a professorial depart- 
ment of social medicine would bring to bear not only on 
research in its own subject but on the medical curriculum. If 
improved public health is the aim of our health services it is 
essential that the general practitioner be enlisted in the ranks 
of the social medicine army, and for that reason alone his 
training must in some measure, and in much greater measure 
than it is to-day, be directed to that end. With him, in his 
daily round, lies the opportunity of observing and assessing the 
evidence of malnutrition, of overstrain, of hygienic ignorance, 
of dental neglect, of psychological maladjustment, and of many 


other defects arising largely out of our social system. To him. 


also is given the opportunity, by reason of his intimate relations 
with his clients, of educating the public in all matters of health 
and sickness. With ready access to a centre of social medicine 
to which he could bring both his observations and his problems, 
and where the latter would be the subject of intensive study and 
research, the practitioner might well find himself, to quote the 
apt words of our chairman, Sir Robert McCarrison, engaged 
in “piloting the ship safely to port instead of spending the 
greater part of his time in salvaging wrecks.” 

At this juncture it would be impossible as well as unwise to 
attempt a description of the accommodation, the equipment. 
and the staff required by the head of a department of social 
medicine. It is inevitable, and indeed cCesirable, that these 
should be determined by the interest of the individual professor 
or director in one or more of the innumerable problems open 
to him in the field of his choice. 

Thus, it may be that in one department of social medicine 
the personal bias of its head may be in the direction of nutrition 
and the physiological and the biochemical problems with which 
that subject is bound up; in another his chief interest may lie 
in genetics and its bearing on eugenics; and in a third his 
predilection may lead him to investigate the statistical aspects 
of disability. In each, however, some member of the staff 
should be responsible for collating information from the social 
field and for co-ordinating the activities of the social services 
already in existence and carrying out valuable work. I envisage 
close collaboration of this department with such auxiliary 
services as those provided by hospital almoners, district nurses, 
and health visitors. In effect, departments of social medicine 
should play a prominent part in that co-ordination of health 
services, of voluntary or local authority origin, which seems 
to be the accepted policy of post-war planning. 


Conclusions 


To sum up my conception of the part to be played by recog- 
nized centres of social medicine, I would describe them as 
destined to fulfil the following needs: (1) To promote research 
in a subiect of vital importance to the health of the nation 
hitherto inadequately explored. (2) To reorientate the aims of 
the medical curriculum in such a direction that the doctor of 
the future will be trained not only to fight disease but to be an 
architect of personal and public health. (3) To organize post- 
graduate training in social medicine. (4) To co-ordinate and 
guide the activities of social and health services already estab- 
lished or to be established in the future. 








Owing to some statements that there is so acute a shortage of 
health visitors, especially in Lancashire and Yorkshire, as to 
justify the appointment (in four towns already) of unqualified 
persons, the joint consultative committee of institutions for the 
training of health visitors has conducted a survey. The number of 
persons who took the health visitor’s certificate in 1941—245—was 
certainly lower than in the immediately preceding years, but was 
almost equal to the average of the ten years 1928-37. From the 
figures of those preparing to take the examination in 1942, the 
ear'y months of the present year may yield another 195. Locat 
authorities with unfilled vacancies have been circularized, but only 
22 still wished to fill vacancies of long standing, and half of these 
were offering salary scales with a maximum of less than £250 a year. 
Seven of these 22 areas are either on the East Coast or the Thames 
estuary. The conclusion is’ that although there has been some 
reduction in new entrants since 1938, there is no widespread or acute 
shortage, and no justification for ‘ dilution.”’ Difficulties are due 
to inadequate salaries and other unattractive conditions, which were 
operating even before the war. 


War Surgery of the Extremities 


This is one of a short series of articles based on lectures 
given at the British Postgraduate Medical School, 
Hammersmith 








THE MANAGEMENT OF BURNS 


BY 
H. J. B. ATKINS, M.D., M.Ch., F.R.C.S. 


Burns were originally divided by Dupuytren into six 
degrees. A first-degree burn caused erythema, a second- 
degree burn vesication, and a third-degree burn affected 
the whole dermis. The remaining degrees affected succes- 
sively the subcutaneous tissue, the muscle, and the whole 
limb. As treatment and prognosis are the same for each 
of Dupuytren’s last four degrees, no purpose is served by 
separating them, and nowadays any burn which affects 
the dermis or penetrates more deeply is known as a third- 
degree burn. 


Cause of Shock 


Let us first consider the effect of a burn on the patient as a 
whole. Within a few seconds or a few hours he may suffer 
from “shock.” I have the good fortune to lunch and sup daily 
with a scientist who has studied “ shock” perhaps as closely 
as any man living. Every time I say to him, * Tell me, G ij 
are you yet able to inform me what ‘shock’ is?” he shakes 
his head sadly and says, “ No.” He then says that he comes 
across patients whom we surgeons tell him are “ shocked” and 
in whom he finds the greatest diversity of physical signs. Some 
are pale, some are blue, some are euphoric, some apathetic. 
Most have a low blood pressure, some have a normal blood 
pressure, and others have a high blood pressure. In most the 
pulse rate is rapid, in a few it is slow. Some appear to be 
suffering predominantly from fright or from cold, others from 
blood loss, and yet others from a mixture of these or from 
none of them. This state of affairs is the greatest stimulus to 
the research worker, but must be a source of perplexity to the 
clinician. As I possess all the qualifications for stepping in 
where angels fear to tread, I will give you a definition of 
* shock ” which will at least enable us to understand each other. 
“Shock” is the general reaction of a patient to nociceptive 
stimuli of a physical, chemical, thermal, or psychological nature. 
The patient usually feels ill; his skin temperature is usually 
low, his pulse rate rapid, and his blood pressure below normal. 
I suppose that others have dealt fully with the theoretical aspects 
of shock, but I should like briefly to recapitulate some of the 
theories as to its Causation and see how these fit in with our 
clinical experience. 

Crile first suggested that shock was due to nerve impulses 
from the site of the injury, and he based his views on the effects 
of nerve section in the traumatized limbs of experimental 
animals. More recently the late Major O’Shaughnessy has 
revived this theory, following the results of his cross-circulation 
experiments. We, as clinicians, are unable to appraise these 
experimental findings, but we do know that any increase in the 
nociceptive stimuli to a wounded or burnt patient aggravates 
his shock. We know that these patients must be moved with 
the care and gentleness accorded to a piece of Dresden china, 
and that, if possible, it is better not to move them at all. We 
know, too, that morphine in full doses is our greatest pharmaco- 
logical ally. In burnt patients the use of sedatives is so impor- 
tant that it is necessary to have a clear idea of the dosage to be 
given to every class of patient, and the accompanying table 
should be memorized. 

Dale and Laidlaw later propounded the toxic theory of shock. 
According to them a histamine-like substance was liberated from 
the site of the trauma which, being absorbed into the blood 
stream, brought about the changes described as shock. This 
theory has a bearing on the value of the tourniquet for trauma- 
tized limbs ; but, in regard to burns, the absorption of toxic 
products assumes greater importance at a later stage when the 
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effects of shock have been overcome. Some of the evidence for 
the toxic theory was based on the protection from shock 
afforded by a tourniquet. It was assumed that the tourniquet 
prevented these noxious products from reaching the circulation, 
but it was Blalock who pointed out that in order to provide 


Table showing Dosage of Sedatives for Cases of Burns 
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satisfactory protection from shock it was necessary to raise 
the pressure in the tourniquet to arterial tension. Had the 
toxic theory been adequate to explain the phenomenon of 
shock, then a tourniquet raised only to venous tension should 
have been sufficient. Manifestly other factors were at work, 
and from these and further observations the theory of fluid 
loss was born. 
Treatment of Shock 

The practical application of this theory is obvious. Patients 
suffering from shock are given fluids. Unless contraindications 
exist, such as suspected abdominal injury, then fluid is best 
given in the form of hot sweetened tea. But the amount that 
can be taken in this way may not be sufficient in a severely 
shocked patient. How are we to tell whether parenteral methods 
of fluid administration are required? With all the vagaries of 
the clinical picture of shock, perhaps the most constant is the 
fall in blood pressure. As a rough general rule we may say 
that if the systolic blood pressure is below 90 mm. Hg then 
parenteral fluid is required. What fluid should be given? For 
the first time we can be thankful that we are dealing with 
burns. In cases of shock from other causes the problem is 
generally complicated by haemorrhage, and the question as to 
the fluid is a very difficult one. In burns the fluid lost is 
plasma, and so it is plasma (or its twin brother, serum) which 
must be supplied. This conclusion satisfactorily resolves the 
next question. How are we to give it? Plasma cannot be 
given—at least not to my knowledge with any degree of satis- 
faction—subcutaneously, intramuscularly, or by the rectum, 
and so it is put into a vein. How much are we to give and how 
quickiy should we give it? As the fluid lost is plasma the 
effect of this loss is to cause a concentration of the blood 
corpuscles in the circulation and a rise in the haemoglobin level. 
This increased haemoglobin percentage, then, is a measure of 
the amount of plasma lost and an indication as to the amount 
of plasma required. These relations have been worked out in 
a manner which is to me quite incomprehensible and involves 
the use of those tiresome and exacting characters x and y. 
However, from these calculations we obtain results which are 
eminently satisfactory in practice. Roughly, if the haemoglobin 
is 125°,, 500 c.cm. of plasma is required, and if the haemo- 
globin is 145°, a litre of plasma is necessary. Intermediate 
values for the haemoglobin percentage can readily be inter- 
polated. The first 500 c.cm. should be run into the vein in 
about ten minutes, and succeeding amounts may be given slowly 
by the drip method at the rate of about 500 c.cm. every two 
hours, or in cases of extreme urgency as rapidly as the first 
500 c.cm. The intravenous infusion is stopped as soon as the 
haemoglobin percentage and blood pressure have returned to 
normal. If plasma or serum is not available, gum saline makes 
an effective substitute. 

Because fluid is lost from the circulation and the concentra- 
tion of the corpuscles rises, these Jatter may become choked 
in the capillaries and the oxygenation of the tissues suffers. 
Theoretically, therefore, oxygen should be given to shocked 
patients by some such effective means as the Tucor Edwards 
spectacles or the B.L.B. mask at a rate of about 4 litres a 
minute. Many authorities have satisfied themselves as to the 
efficacy of this measure in practice, but I have not been im- 
pressed with oxygen therapy in shocked patients. Suprarenal 


extract in the form of desoxycorticosterone in 5-mg. doses has 
a few advocates, but I have had no personal experience of this 
preparation. 

To sum up, the severely shocked patient is put into a bed 
already warmed by an electric cradle and is covered with warm 
blankets. The foot of the bed is raised so that the circulation 
to vital centres in the brain does not have to compete with 
the effects of gravity. Full doses of morphine are prescribed 
and fluids are administered according to the plan outlined 
above. As soon as shock is Overcome, as shown by a restora- 
tion to normal of the blood pressure and pulse rate and by a 
recovery of surface temperature at the nose and ears, the patient 
is taken to the theatre and the burns are dealt with as 
described later. 


Toxaemia 


If the above measures are taken, shock is usually overcome 
within six hours. Persistence of shock for longer than this 
period is generally fatal, and we can say that by 24 hours shock 
will have been exorcised or the patient will have succumbed. 
From 24 to 48 hours after the receipt of a burn, however, 
another syndrome may make its appearance. This syndrome 
is known as acute toxaemia because it is thought to be due 
to the elaboration of toxins at the site of the burn and the 
absorption of these into the general circulation. As in shock, 
there is a tendency for the blood pressure to be lowered and 
the pulse rate to rise, but it can be distinguished from shock 
clinically by the time of onset, a slight pyrexia, and often a 
tinge of jaundice. The treatment is to give intravenous glucose 
to stimulate and coax the liver, which bears the brunt of the 
toxic effect, and failure of which is responsible for the mortality 
from this condition. 


Sepsis 
After a few days sepsis in the burn may cause a deterioration 
in the patient’s condition and will require treatment according to 
general principles ; the local treatment of septic burns will be 
discussed later in this paper. 


Complications 

Chest complications such as bronchitis and bronchopneumonia 
may occur. From the fact that these conditions complicate 
virtually only burns of the face and front of the chest it is now 
thought that they are due generally to inhalation of hot vapour 
or flame at the time of the burn and need not be anticipated 
in burns elsewhere. Gastric, duodenal, or jejunal ulceration 
has been reported and, rarely, may lead to perforation. 


Prognosis 
With modern methods of treatment the prognosis from burns 
has been greatly improved. Second-degree burns involving 50°, 
of the body surface may be expected to recover, and recovery 
is sometimes recorded after second-degree burns involving 75%, 
of the body surface. 
(The conclusion of this paper will appear next week.) 


EXTENSIONS AT ROEHAMPTON 


At Queen Mary’s Hospital, Roehampton, the institution associated 
with the great work of artificial-limb fitting, a new operating 
theatre and A.R.P. block was opened by Lord Horder on May 20. 
The brief ceremony, presided over by the Minister of Pensions, 
Sir Walter Womersiey, was followed by a demonstration by persons 
who have had amputations, illustrative of the results obtained by 
limb-fitting as carried out under the aegis of the Ministry. It was 
mentioned that of the 41,000 men who lost limbs in the fast war, 
26,000 had been fitted for their artificial limbs at Roehampton, and 
that since the outbreak of the present war 1,123 patients, amputated 
as the resuit of enemy action, had been dealt with, these comprising 
both Service and civilian cases. 

The extensions include an underground operating theatre, with a 
roof of reinforced concrete, specially strong traverses, an ais 
conditioning plant, two emergency lighting schemes, and provision, 
in the event of a gas attack, for air to be drawn through charcoal 
filters both to the theatre and to the wards above ; also a resus 
citation ward, where casualties are first taken, and where every 
bed has its own set of pipes and masks for oxygen administration ; 
and, finally, a new dining hal! and kitchens, accommodating 500. 
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Serodiagnosis of Syphilis 

Sir,—1 was much interested to read your annotation on the 
serodiagnosis of syphilis (March 14, p. 364) and the letters 
which followed it. Those working in large V.D. clinics know 
only too well what endless trouble is caused by contradictory 
reports. Owing to the length of time involved, in syphilis 
of all complaints, it is essential to have the absolute confidence 
of the patient if treatment is going to be completed. Therefore 
a bad start is made if the patients are told at one place that 
they have syphilis and at another that they have not. Naturally 
this leads to much mental anguish on the part of patients, and 
casts doubt upon the competence of their medical advisers. 
Much of this could be avoided if there were some definite 
standardization of technique. It is too much to expect a patho- 
logist (or the laboratory technician to whom, unfortunately, it 
is often left) who does only a small number of Wassermann re- 
actions a week to achieve the same accurate technique as a com- 
petent pathologist doing hundreds a week. There are still places 
in this country where most of the results are positive, and the 
reverse no doubt holds good. Many people must be labelled 
as suffering from syphilis who never had the complaint, and 
many must escape diagnosis. 

Surely in the post-war planning of the medical services it 
will be realized that the performance of diagnostic fests in V.D. 
should be carried out by a pathologist who has been specially 
trained and has specialized in that branch. Pathology should 
not be left to any Tom, Dick, or Harry; otherwise the un- 
fortunate state of affairs which now exists will continue. I 
would suggest that central laboratories should be set up for 
the sole function of carrying out these reactions and for re- 
search in such matters, and that they should be adequately 
staffed to cope with the work. If it is still necessary for small 
laboratories to perform these tests constant supervision should 
be insisted upon, and also constant parallel checks of unknown 
sera carried out. In all cases I would further suggest that two 
reactions, such as Wassermann and Kahn, should be performed 
on all sera, and that the results of the reactions should be given 
in a standardized form. Many of the W.R. reports received 
are of such a complicated nature that the clinician is often at 
a complete loss to interpret them. 

I suggest that the following notation should be universally 
adopted: ++, strongly positive; +, positive; +, weakly 
positive : negative. There should be no such thing as a “ doubt- 
ful positive” reaction, since such a report is bound to cause 
confusion in the mind of the clinician. If a pathologist is 
unable to make up his mind whether a serum gives a negative 
or positive result, he should ask for another specimen of blood 
from the patient. 

I think if only a few of these suggestions were adopted the 
fot of the clinician would be made much easier.—I am, etc., 


W. NEvILLE MASCALL, 


London, E.1. Director, L.C.C. (Whitechapel) Clinic. 


Sulphadiazine in Gonorrhoea 


Sik.—We recentiy had an opportunity of treating cases of 
gonorrhoea in our wards with sulphadiazine. Sixteen cases were 
selected, all males, and these included 12 of acute anterior 
urethritis, 1 of acute gonococcal arthritis, 1 patient who de- 
veloped nausea following sulphapyridine therapy, 1 with a toxic 
sulphapyridine rash, and 1 who developed a severe exfoliative 
dermatitis following unwise sulphapyridine medication on board 
ship. The last three cases were given 6 tablets of sulphadiazine 
daily for 10 to 14 days without any ill effect. This treatment, 
in conjunction with irrigation, resulted in the patients passing 
preliminary tests of cure in 3 to 4 weeks. Symptoms and signs 
in the case of acute gonococcal arthritis resolved completely 
in 3 weeks, during which time the patient received 63 g. of 
sulphadiazine. 

In the 12 cases of acute anterior urethritis sulphadiazine was 
administered alone without irrigation. In 8 of them 28 tablets 
were given in divided dosage 4-hourly over a period of 48 hours. 
This dosage of sulphapyridine had been found to be highly 
satisfactory in such early cases of gonorrhoea. The discharge 
lessened during the sulphadiazine therapy, although it never 


completely cleared up, and gonococci were found in the smears 
immediately on completion of treatment. It was considered that 
the dosage given was too small, and it was therefore increased 
in the 4 remaining cases to 48 tablets in 48 hours. Although 
the discharge ceased in these cases, relapse occured on the third 
or fourth day and gonococci were found in the smears. 

We came to the conclusion that sulphadiazine is not as 
effective as sulphapyridine in the treatment of acute gonorrhoea. 
All our cases, however, had a complete freedom from _ in- 
tolerance to sulphadiazine, and we are now using it in conjunc- 
tion with irrigation in those few cases which have shown toxicity 
to sulphapyridine.—We are, etc., 

C. McGippon, M.B., 


Assistant Dermatologist to the Corporation of 
Liverpool. 
F. Grtyn-HuGues, M.D., 
Senior Dermatologist to the Corporation ; Honorary 


Dermatologist, Liverpool Radium Institute and 
Hospital for Skin Diseases. 


Epididymitis after Acute Gonorrhoea 

Sin.—The recent correspondence on epididymitis after acute 
gonorrhoea has interested me greatly, but in my opinion only 
a partial explanation has been presented. The patient was 
treated with sulphapyridine for 10 days and then with irriga- 
tions ; this is a routine method in most military hospitals, and 
I have never been able to obtain a reasonable explanation of 
the indication for irrigations after chemotherapy if they were 
not necessary when the initial discharge was present. As Dr. 
A. E. W. McLachlan points out (May 2, p. 564), small foci 
of infection may occasionally remain after apparently success- 
ful chemotherapy ; I believe that many of these foci are due 
to inadequate drainage from urethral crypts and folds of 
mucous membrane and that they may harbour devitalized 
gonococci. If these foci are liberated by weak potassium per- 
manganate irrigations during the administration of sulphon- 
amide they come under the influence of the drug, and in my 
experience relapses are rare with this method of treatment. If 
they remain, or are liberated’ on!y after the cessation of chemo- 
therapy, the infection may still invade other parts of the 
urethra ; added to this, instrumentation of a recently inflamed 
urethra and the mild trauma will surely open the path to 
complications. Foci not provoked at this stage are sometimes 
cleared by the natural defences. 

In the case quoted by Lieut.-Col. T. E. Osmond (April 18. 
p. 507) he states that on return to hospital with epididymitis 
the first glass was clear with small threads, although there was 
no urethral discharge, so that residual foci from an acute 
anterior urethritis were present, from which, presumably, the 
complication developed by lymphatic spread. In his reply 
(May 16, p. 622) Lieut.-Col. Osmond refers to the possibility 
of such residual foci, but he overlooks the factor of provocative 
testing, which, I submit, is not necessary at this stage in view 
of the co-operation of the civilian clinics in surveillance. And 
even if, unfortunately, opinion is divided as regards the value 
of irrigation at the time of chemotherapy, surely it is an 
elementary surgical principle to drain away pus as adequately 
as possible. 

I am convinced that if urethral irrigations with weak potas- 
sium permanganate solutions were given as a routine for at 
least 3 days at the commencement of a 7-day course of sulpha- 
pyridine (2 half-gramme tablets every 8 hours), and if on the 
tenth day a two-glass test and prostatic bead were examined 
to exclude residual foci before the man was returned to his 
unit, we should see less residual urethritis in the surveillance 
of cases at civilian clinics than has been the experience of 
many of us in the last 18 months.—I am, etc., 

London, W.1. Davip ERSKINE. 


Respirator Dermatitis 


Sir,—It can be taken as established that all waterproof rubber 
is treated by accelerators or anti-oxidants, which, if not neutral- 
ized or removed superficially by solvents, will cause dermatitis. 
The condition described as “respirator dermatitis” is merely 
a form of rubber-finish dermatitis. occasionally encountered as 
due to the wearing of a rubber garment—e.g., a waterproof coat. 

The cases described by Surg. Lieut.-Cmdr. J. Petro (May 23, 
p. 631) may have been due to other causes. No account is given 
of the previous history of the masks incriminated ; mention 
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is not made of whether or not they were a new issue, whether 
they had been through a gas chamber, and whether, after this 
they had been washed, first with luke-warm soapy water and 
then with clean water (Protection against Gas and Air Raids, 
Pamphlet No. 2). 

It would be interesting to know whether a longer exposure 
than the 15 minutes drill-test used would have caused a derma- 
titis after the first exposure ; if so, the author might have dis- 
pensed with the term “sensitization dermatitis.” Presumably, 
judging by the work of Sulzberger and Baer (J. Invest. Dermat., 
1938, 1, 45), one long exposure would have caused dermatitis, 
and consequently the term “ dermatitis venenata ” is applicable, 
and the other term may be reserved for cases where “ individual 
sensitization ” is proved. Would other Service personnel using 
the patients’ masks have developed dermatitis? 

Two criticisms might finally be put forward: (1) Rubber- 
glove dermatitis is important enough to deserve mention, 
whereas contraceptive dermatitis is not. (2) Burow’s solution 
is given as being a 24% liq. aluminium acetate, whereas it 
usually contains lead acetate and aluminium sulphate as well 
as aluminium acetate. Combes’s modification of Burow’s solu- 
tion (Combes, N.Y. St. J. Med., 40, 37) contains no lead 
and is the more suitable for dermatitis cases. 

Surely, since phenobarbitone may cause dermatitis, mist. pot. 
brom. et chloral might be substituted as a hypnotic.—I am, etc., 
H. W. ALLEN, M.D., M.R.C.P., D.P.H. 


Exeter. 


Complacency in Anaesthetics ? 


Sir,—The correspondence on this subject has been extremely 
interesting, and has certainly brought out the diversity of 
opinion that exists on many points, particularly on the choice 
of hyper- or hypo-baric solutions, and the use of spinal anaes- 
thesia in “ poor risks.” A point that has not been stressed is 
the possible action. of spinal anaesthesia in protecting against 
delayed shock, as the following case suggests. 

The patient, an elderly man, had a tense, distended abdomen, 
and various diagnoses were made. As a poor risk, spinal anaes- 
thesia was ruled out, and gas-oxygen and light ether (machine) 
were used, with omnopon-scopolamine premedication. The 
tumour was a vast, dilated, and hypertrophied stomach about 
the size of a full-term uterus. Anaesthesia was perfect, the 
patient’s condition never varied, and he was none the worse after 
14 hours’ operation, which was beautifully performed, most of 
the stomach being removed and haemorrhage negligible. He 
died some 10 hours later. Would spinal have protected him 
and saved his life? 1 feel there is more than a possibility. 

The use of N,O-O,-ether machines, as well as intubation 
methods, must have diminished post-operative discomforts and 
mortality enormously. Yet the use of a Boyle or other gas- 
and-oxygen machine is not so easy or free from danger as 
inexperienced anaesthetists may imagine. There is great facility 
for overdosing with ether. the bad effects of which are not 
necessarily evident during the operation. It may be a platitude 
which perhaps is not always true to say that the art of anaes- 
thesia is to give the patient the minimum of anaesthetic com- 
patible with the surgeon’s requirements. Yet how much of the 
patient’s after-welfare and comfort depends upon this. 

The advent of “machines” has undoubtedly led to a de- 
terioration in the anaesthetic education of our students, a very 
large number of whom, when qualified, have probably never 
seen, let alone given, chloroform anaesthesia. If every student 
were taught to give a mask anaesthesia with C.E. mixture he 
would also know how to give CHCI,, C.E. mixture being practi- 
cally a weak CHCl, in action. He would certainly be more 
fitted for general practice and for work in the smaller hospitals, 
where these machines are not always available. I am not an 
advocate of pure CHCI, anaesthesia—I woula never give it 
alone for choice—as I have a dread of delayed chloroform 
poisoning, especially in the young. But chloroform has to be, 
and always will be, used at times for various reasons and 
circumstances, and it is deplorable that students should qualify 
without being used to its administration. It is rather significant 
that there are still surgeons of much experience who express 
at times a preference for mask anaesthesia. I remember the 
late Wilfred Trotter saying to his anaesthetist: “‘ Thank good- 
ness someone can still give chloroform.”’—I am, etc., 


Hove. Cecit HUGHES. 


Closed Ether 


Sir,—In all the correspondence I have read in your columns 
about anaesthetics I have seen no reference to Ormsby’s inhaler. 
Has it got a bad name among teachers or has it merely been 
forgotten? In fact one hears little of “closed” ether at all. 
May I venture to remind your readers? 

Ormsby’s is the simplest form of closed inhaler for ether, 
having no valves, but only a wide-bore face-piece leading 
through a mass of gauze into a rubber bag. The late Sir Frederic 
Hewitt, favourite anaesthetist to the late Sir Frederick Treves 
of “the London” and Mr. Jacobson of Guy’s used to tell us 
that, though Clover’s was the better for induction, Ormsby’s 
was the best for maintenance. 

That the closed method for ether is better than the open was 
plainly shown in an article in the Journal some 20 years ago by 
the late J. S. Haldane. It was entitled ‘“‘ Anoxaemia,” and in it he 
pointed out that for the proper oxygenation of the tissues by the 
circulating blood the carbon dioxide percentage in it must not 
fall below a certain level. Whenever it does the red cells cease 
to yield up their oxygen as readily as they should. The patient 
thereupon goes into a state of highly dangerous collapse, and 
several hours may elapse after the cessation of the administra- 
tion of ether before he recovers. Open ether is the usual cause 
of this, for respiration is stimulated and the expired gases are 
breathed away into the air and lost. With a properly managed 
bag this loss is avoided. Plenty of carbon dioxide is conserved 
and there is no need to go to a cylinder for it. The advantage 
of Ormsby’s inhaler over Clover’s seems to lie in this, that the 
anaesthetist cannot deprive the patient of oxygen to the same 
injurious extent in his endeavour to economize ether. Asphyxia 
can play no part in keeping up the narcosis, for when one 
desires to give less anaesthetic one can only do so by lifting 
the mask from the face, so admitting air. 

We cannot all be specialists in anaesthetics, nor command 
the most advanced forms of apparatus, but we can and ought 
to be safe with ether. If no Clover is available induction may 
be effected by the open method, and this may be continued in 
favourable cases for half an hour, but after that, especially 
when shock is present or likely, it is better to change to the 
Ormsby. Shortage of ether in the bag may be suspected 
if the inner surfaces no longer feel slippery when pinched and 
rubbed together, whereupon ether is poured in through the 
face-piece. 

Another of Hewitt’s words of wisdom was that in those cases 
in which chloroform has to be given the risks attending its use 
are reduced to almost negligible proportions if ether is given 
for, say, five minutes before starting it. This also | have proved 
on many occasions. Anyone who has learned to catch the 
expired air can use an Ormsby, and there is, of course, the 
usual need for atropine beforehand. In changing from ether 
to chloroform there is a danger of overdose, however, owing 
to the unnaturally increased amplitude of the respiration asso- 
ciated with the former drug. The chloroform must, therefore, 
be applied at this stage in particularly small quantities.—I am, 
etc., 

Doncaster. 


W. REGINALD WILSON. 


Intrapartum “ Death” and Cardiac Massage 


Sir,—I was very interested in the good result of intrapartum 
cardiac massage described by Dr. A. M. Easton (May 23, p. 651), 
and | am taking the liberty, as one having to deal with a good 
deal of abnormal municipal midwifery, to offer the following 
suggestions in connexion with that case. As the delivery was 
a quite normal one and the question was only to control the 
head, I am unable to see the reason for handing over a 14-oz. 
bottle of chloroform to be used for that purpose. I found that 
a difficult forceps delivery or an extended breech does not 
require any more than about 2 drachms of chloroform. My 
practice is then never to put into the bottle more than that 
amount of chloroform, so that the risk of overdosage cannot 
arise. A 20-minim capsule of chloroform would be sufficient in 
the case described, which would prevent the administration of 
1 oz. of anaesthetic in 2 to 3 minutes and the resulting nearly 
fatal cardiac syncope, with some damage to the vital cerebral! 
cells, which must have taken place in spite of the apparent rapid 
recovery of the patient.—-I am, etc., 


London, S.E.25 A. Fry. 
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Adrenaline Bronchoconstriction 

Sir.—My attention has been directed to your annotation 
(May 2, p. 557) under the above heading. The observation 
mentioned—namely, that adrenaline occasionally produces a 
bronchoconstriction—is not new. I observed such a constric- 
tion on many occasions when experimenting with the dog and 
measuring changes in the lumen of the larger bronchi by a 
direct method. This observation was recorded in the Journal 
of Physiology, 1936, $7, 298, and attention was also drawn 
to similar observations by M. Kiese (reference in the paper 
quoted). This action of adrenaline was found to be inconstant 
and unpredictable, and apparently unrelated to the manner 
of anaesthesia, though, of course, all drug actions are less 
marked with deep anaesthesia. I very tentatively suggested 
on that occasion that these results might be due to a secondary 
effect of the rise in blood pressure acting centrally in an unusual 
manner. In these animal experiments doses of the drug could 
be carefully graded, and were usually calculated to produce 
minimal changes in the cardiovascular system, but even so the 
proportionate rises in blood pressure were greater than would 
be the case in man. I am away from handy reference and have 
not yet read the paper quoted by your annotator ; consequently 
I am unable to comment on their results from this point of 
view. However, all results of animal experimentation must be 
charily applied to man.—I am, etc.. 

MAXWELL ELLIS. 


The Problem of Abdominal Pain 


Sir,—Dr. J. R. E. James (May 23, p. 652) suggests that there 
is one observation in the double hernia case (umbilical and 
femoral) that does not appear to give support to my conclusions 
regarding the “ retrojection ” of sensations produced in migrated 
tissues. I stated that pressure on the femoral hernia elicited 
pain, and thought it was quite clear that local tenderness was 
indicated—due to chemical irritation of the somatic afferents 
of the sac of parietal peritoneum. Pressure on the femoral 
hernia did not produce pain in the umbilical region. The inter- 
mittent visceral pain in that situation was caused by hyper- 
peristalsis of the small intestine proximal to the strangulated 
loop in the femoral hernia, and is a typical example of the law 
1 postulated. : 

Among many personal communications received since the 
publication of my paper are a few from confirmed, and appar- 
ently unrepentant, believers in MacKenzie’s “* viscero-cutaneous 
reflex.” What seems extraordinary to me is that they quote in 
support of their belief not the careful observations and experi- 
ments of clinicians but the dogmatic statements of physiologists, 
most of whom have had little, if any, clinical experience. One 
sometimes wonders whether physiologists acquire, in time, a 
“reflex complex.” In the most recent edition of Starling's 
Principles of Human Physiology (8th ed., 1941) there appears 
on page 372 this astounding statement: “ Distension of the 
caecum or appendix results in pain referred to the right iliac 
fossa. . . . The explanation is that the pain is referred to that 
area of skin supplied with ordinary somatic sensory fibres 
derived from the same spinal roots as provide the afferent fibres 
for the viscus concerned.” One or two simple questions are 
enough to reveal the absurdity of this statement. Does the 
author believe that the caecum and appendix have only a uni- 
lateral (right-sided) nerve supply, or, if he agrees that these 
organs have- -like the rest of the alimentary canal—a bilateral 
innervation, does he assert that (and will he explain how) 
distension of the caecum or appendix stimulates only the right- 
sided afferents and does not affect the left-sided afferents? And 
the result of such statements? Another generation of physio- 
logists imbued with a belief in an ill-founded and _ illogical 
theory.—I am, etc., 


Dundee. F. R. Brown. 


The Problem of Referred Pain 


Sirn,—Mr. F. R. Brown’s arresting paper (May 2, p. 543) 
presents a new and valuable aspect of the problem of abdominal 
pain. He submits a rule, however, to which in my opinion 
exceptions do exist. He states that, after the migration of an 
organ, pain is referred to its primary position, unless an addi- 
tional nerve supply has been acquired meanwhile. This appears 





to leave out of account the pain, for example, in the ureter 
that is felt in the genitalia, and such pains as are projected 
distally along the limbs—e.g., from the heart to the arm. 
Were the generalization universally applicable pain in the leg 
would often be felt to radiate to the buttock—the earliest posi- 
tion of the bud from which the lower limb was formed. Such 
projection is rare, whereas the converse is common, and pains 
arising in the gluteal and shoulder regions often reach the 
leg or forearm. The results of Mr. Brown’s research corrobo- 
rate Kellgren’s (Clin. Sci., 1938, 3, 2) finding that referred 
pains are distributed segmentally. May I suggest that with 
my amendment (Massage, Manipulation, and Local Anaesthesia, 
p. 47)—* When the strength of the stimulus is great enough, 
the patient feels a pain somewhere within, or diffused all over, 
the segment in which it arises "—a generalization would be 
reached to which there are very few apparent exceptions. 

Mr. Brown and I] are in the fullest agreement when he states 
that shoulder-pain will be felt on irritation of the diaphragm 
even after a fore-quarter amputation has been performed. Re- 
ferred pains are errors in perception, removable only by removal 
of their source. When local anaesthesia is induced at some 
other point—an error that cannot always be avoided—the pain 
does not disappear even within the area thus numbed. Amputa- 
tion at a point distal to the lesion is also without effect.— 
I am, etc., 


London, W.1. JAMES CyRIAX. 


War Neurosis and “ Scrimshankers ” 


Sir,—Capt. P. S. Thorne (April 25, p. 537) has very rightly 
stressed the difficulties of the unit medical officer in dealing 
with “scrimshankers.” I am fortunate in having several sick 
parades involving units whose duties are widely divergent in 
type. Some are employed entirely on sedentary duties—e.g., 
clerks in administrative departments—while others are employed 
on active and strenuous field work in all weathers—e.g., tele- 
phone cable laying. I find by far the greater number of “ scrim- 
shankers” report from units carrying out field duties. All 
“ scrimshankers ” have failed. to adjust themselves to their im- 
mediate surroundings, and their greatest difficulty often seems 
to be that of adjusting themselves to physical discomfort. Per- 
haps this is why the sedentarily employed seem to produce fewer 
“ scrimshankers ” than those on field duties. This adjustment 
to physical discomfort should be considered during discussion 
with these men, and I find that it invariably helps them to take 
to the uncomfortable part of their training more readily. Mueh 
help can be given to the medical officer of a unit if he is 
fortunate in having an intelligent and co-operative company 
sergeant-major ; in fact, successful management of “ scrim- 
shankers ” is almost impossible without such liaison. 

Sometimes there is difficulty in differentiating between “ scrim- 
shankers ” and neurotics. I find that where there is positive 
evidence of nervousness, management within the unit is un- 
desirable, and I believe that neurotics should be under the care 
of the area psychiatrist in the shortest possible time, even if 
the diagnosis of neurosis is uncertain in the mind of the unit 
medical officer. 

The man of “inadequate personality” described by Capt. 
Thorne is indeed a problem. Introverted and lonely, he is most 
difficult to approach, and only by persistent—and they must be 
persistent—efforts to encourage him to take an interest in his 
unit or local social activities can his self-centred regard be 
directed away from his apparent ailment. One wonders if those 
who look upon ordinary unit social activities as just so much 
“extroverted dissipation,” and in addition bear a hostile attitude 
towards recovery, would not be better off in an institution where 
the closest supervision, which must invoive re-education and 
persuasion, could be devoted to them. 

Changing a man’s employment within the unit should never 
be forgotten as a useful means of dealing with “ scrimshankers ” 
who are suffering from being temporarily “ browned off,” and 
here again the company sergeant-major can be of great help. 
There is one “scrimshanker” who beats me completely—the 
man with toothache. No longer does the dental chair hold its 
former horrors in these times of painless dentistry, and I fear 
that a few men prefer the discomforts of dental treatment to 
the discomforts of a route march.—I am, etc., 


G. A. BELL, 
Captain, R.A.M.C. 
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Thyroid Gland and Cardiovascular System 


Sir,—Your very interesting and stimulating leader (April 25, 
p. 527) on the relations between thyrotoxicosis and the cardio- 
vascular system prompts me to add a few remarks. 

During the last ten years many observations have been made 
pointing to the fact that the cardiovascular disturbances so 
constantly found in thyrotoxicosis are not entirely dependent 
on the strain incurred to meet the needs of an increased oxygen 
consumption. Of these “pointers” none is to my mind so 
striking as the very different response of the circulation to the 
action of thyroxine and dinitrophenol. In fact “ dinitrophenol 
is remarkable for its lack of significant effects on the cardio- 
vascular system even when the basal metabolic rate is raised 
to high levels ” (Simkins, J. Amer. med. Ass., 1937, 108, 2110). 
Moreover, there are on record cases of myxoedema following 
total thyroidectomy for congestive heart failure and angina 
in which small doses of thyroid hormone, insufficient to cause 
any significant rise in oxygen consumption, have provoked 
serious cardiovascular symptoms. These cases (I have one of 
personal observation) did not exhibit any circulatory disturb- 
ance after administration of dinitrophenol in such doses as 
to raise the oxygen consumption by 20°, and more. 

In 1937 Dr. A. Beretta of the Institute of Medical Pathology 
at the University of Florence conducted at my request some 
pertinent investigations the results of which are still unpub- 
lished. A copy of the protocols of these experiments is in 
my hands, as we had planned a joint paper. Dr. Beretta in- 
vestigated the circulatory response, including measurements of 
the blood volume, the arm-to-tongue circulation time, the 
venous pressure, and the cardiac output (by the Grollman 
acetylene method), of five -human subjects to the action of 
thyroxine, and then, after a due intervening period, to the 
administration of “dinitra.”. The comparative results in the 
same subjects (and in this, to my mind, lies the value of his 
work) are fully in accordance with the findings of other authors 
in separate cases, and show that even in human beings the 
circulation is constantly affected by the administration of the 
thyroid hormone but not by dinitrophenol. 

I now wish to add a word to your very interesting remarks 
on the similarity of behaviour of the peripheral circulation in 
thyrotoxicosis, beriberi, and anaemia. This similarity certainly 
jumps to the eye when reading the classical account by 
Wenckebach, and a more recent work by Soma Weiss and 
R. W. Wilkins in Annals of Internal Medicine (1936). Reports 
which have so far appeared in the literature and a small but 
entirely disappointing personal experience do not, however, 
substantiate the facile assumption that vitamin B, deficiency 
plays any important part in the determination of the circulatory 
syndrome of thyrotoxicosis. In other words, with the * vitamin 
racket” in full swing as it is now, it is well to state clearly 
that vitamin B, is not the treatment for thyrotoxicosis.—l am, 
etc., 


Sidcup. E. MONTUSCHI. 


Intravaginal Packs 


Sir.—As a woman and a doctor I feel that I cannot allow the 
correspondence on this subject to pass without comment. 

Many objections have been justly made against the indis- 
criminate use of tampons: sweeping generalization is to be 
avoided at all costs—in medicine especially—and I feel that 
opinion, including male opinion, has concentrated on these dis- 
advantages and overlooked the advantages which occur forcibly 
to a woman. 

As every female endures a varying degree of mental and 
physical discomfort due to the monthly use of sanitary 
appliances for about 30 years of her life, the question of choice 
is a highly important one. The lives of girls in the Forces 
and of those living in billets. have been so altered that many 
of them find it necessary to alter their former hygienic habits 
also. An A.T.S. girl whose duty frequently requires her to drive 
in the company of male officers for hours to days—continuously 
except for meals, etc.—found it most upsetting to her “ inde- 
finable sense of what is becoming” to have to carry a notice- 
able package of sanitary towels in her hand (handbags not 
allowed on duty) and bring the same with her to the “ ladies 
room ” at each halt. She told me that many girls working with 
men under similar conditions found tampons, which will fit in 
any pocket, saved them much embarrassment. 


May I state the following advantages noted in 8 years of 
personal use. (1) Ability to join in active sports and occupa- 
tions. As a schoolgirl (before 1 heard of tampons) adolescent 
shyness prevented my carrying a towel in my hockey bag and 
changing in the primitive w.c. attached to most pavilions. I 
often had a deep raw ridge on each thigh after a hockey match 
played away. The pain endured during the long Sunday walk 
next day may be imagined. I was afraid that any complaint 
to Matron would result in my being put off games at each 
period. (2) Travelling as a locum and living in other people’s 
houses, I find it much easier to avoid any staining of sheets 
or underwear. With an external towel alone it was almost 
impossible to avoid some such stains during the first 36 hours 
of a period. My “ indefinable sense of what is becoming ” was 
upset by having my bed made or clothes washed by strangers 
at such times. This, too, was one of my worries at school. 
(3) The small space required by tampons when packing for 
one of my frequent moves. (4) The easy disposal of tampons. 
By placing the soiled tampon in any old envelope it may be 
thrown on the fire without attracting attention. 

I apologize for my longwindedness. As my personal comfort 
of mind and body has been so much increased by the use of 
tampons I feel justified in expressing my views.—I am, etc., 


Liverpool. ISABEL M. GARDNER. 


Sir.—I have now 5 letters to answer, 4 in answer to my com- 
munication (April 25) and 1 appearing in the same issue. For 
the sake of clearness I will reply to them in the order in which 
they appeared. 

First, I cannot agree with Dr. Mary Cardwell that it is psycho- 
logically bad or unsound for a girl to obtain knowledge of 
her own anatomy even with the aid of a looking-glass. I have 
never seen or heard of injuries due to forcible efforts at 
insertion. My experience has shown that most women will 
refuse to adopt anything they find difficult to use or which they 
think in the least likely to cause them damage. If prepared 
tampons are to be banned because they may be used as a 
preventive in promiscuous intercourse the sale of cotton-wool 
in general must also be banned, for home-made cotton-wool 
plugs are more commonly employed in these circumstances and 
are cheaper. I have already dealt with the question of forget- 
fulness in leaving tampons too long in the vagina, but I must 
add that no marketed brand, even when saturated, could pos- 
sibly stretch the vagina. Any tampon which swelled to a very 
large size would be impossible or exceptionally painful to 
remove. Irritation of the mucosa cannot occur from contact 
with purified cotton-wool or cellulose alone over reasonably 
short periods of time. 

In answer to Dr. Noel Rowstron (May 9) I feel that we have 
no right to prevent the use of a convenient article by thousands 
of perfectly healthy women in order that a small minority who 
contract venereal disease may be able to prove to their doctors 
and anxious mothers, in some cases, that the mode of infection 
was not through intercourse. It would be far better if most 
women entered upon marriage with an introitus sufficiently 
stretched to permit of penetration and armed with some know- 
ledge of what to expect. We would thus reduce the very large 
number of tragic cases where psychological trauma wrecks so 
many young hopes. 

I] must confess that Dr. Connolly’s valve is rather worrying 
me, and should such electrical pumps be more generally used 
we must persuade women to burn their tampons. All used 
external pads, with the exception of the so-called soluble or 
washable varieties, have to be disposed of in this way, and 
many a drain has been blocked by pads flushed down the 
lavatory pan. At least internal tampons do not interfere with 
the ordinary drainage system. 

I can hardly believe with Dr. Margaret Hadley Jackson (May 
23) that fulminating vaginitis with partial sloughing of the 
vagina was due to the first use of an intravaginal pack. Any 
latent infection may appear to be caused, whereas it is in actual 
fact only lit up, by placing a tampon or other article in the 
vagina. I have seen more than one case of severe trichomonas 
infection come to light after the fitting of a sterilized rubber 
ring pessary. This is surely not an argument that no one should 
ever use a pessary. I do not, however, recommend the use 
of these or of unmedicated internal tampons by anyone with 
existing vaginitis or cervicitis or during the treatment of these 
conditions. I do not think that Dr. Jackson will be able to 
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grow moulds from marketed packs. The dangerous form of 
internal tampon is the one made from cotton-wool of question- 
able cleanliness by the user herself. 

Lastly, from the purely feminine point of view I still see 
no reason why Dr. Elizabeth Pringle should describe the use 
of intravaginal packs as unbecoming. We surely do not retain 
our femininity at the cost of inability to make the menstrual 
period as comfortable and unobvious a process as possible. 
I believe that femininity is an attitude of mind which is con- 
sistent with knowledge and experience, and should refuse only 
those “improvements” that encroach upon our receptiveness 
or frustrate our attempts to promote health and happiness.— 
l am, etc., 


London, W.1 Mary Barron, M.B., B.S.Lond. 


Ways They Have in Hospital 

Sir,—While confined to bed recently following an operation 
I was struck by many things in the organization of a modern 
hospital which, to say the least of it, appear somewhat incon- 
gruous. Bedpans, supplied by H.M. Government, effective 
depth one inch. Shouldn't I like to meet the person who was 
responsible for these monstrosities! They have to be used in 
conjunction with a “* goose-neck ” of capacity of approximately 
16 oz. A very nerve-racking procedure when one is being 
filled with large quantities of fluid. The bedpans are beautifully 
rounded, too ; they grip the buttocks like a vice—any effort to 
relax the anal sphincter is foredoomed to failure unless the 
urgency is such that it becomes the greater force. The diffi- 
culties may, with difficulty, be overcome by the convalescent 
patient, but for the poor man who is still condemned to lie on 
his back satisfaction is almost impossible. A close cousin of 
this instrument of torture is the standard air-ring, which makes 
the release of flatus almost impossible owing to its tight grip. 
It is not in the least helpful when the flatus-filled patient is 
trying to get rid of his unwelcome guest. 

Other inconsistencies were noticed. The highly polished 
floors on which the patient who is in the least unsteady on his 
feet moves in fear and trembling: there may not be many 
accidents due to this cause, but the mental trauma is certainly 
considerable. Again, the odd insistence on tidiness and uni- 
formity before comfort, which is still almost a religion in some 
institutions. One recalls the patient told to maintain an un- 
comfortable posture *“ until matron (or doctor) has been round, 
then we will make you comfortable.” 

Probably the greatest inconsistency of all is in the matter 
of diet. This appears especially in surgical wards, though 
medical wards do not escape stricture. It seems that, unless 
the lesion which has been treated is directly connected with 
the alimentary system, the patient is put almost immediately 
on to a diet of roast beef and Yorkshire pudding, vegetables 
boiled to death, and suet pudding. Is it that surgeons as a 
class are not really interested in their work except from the 
mechanical aspect? I hesitate to think that that is the explana- 
tion. Or is it that they have lost sight of the fact that the 
healing of any lesion is dependent on the condition of the whole 
organism? One wonders when one sees a patient with ununited 
fracture who for eight months has existed on a diet which must 
be low in vitamin value, particularly the vitamins which we 
know to be essential for proper bone formation. Why not more 
raw vegetables? Is it because people don’t like them? Recently 
I persuaded a Naval mess to eat over 60% of its vegetables in 
the raw state—and to like it. Perhaps it is a question of 
economics. Surely one-sided economy when the saving of a 
few shillings is allowed to influence the return to active service 
of men who are urgently required. 

Fortunately there is a brighter side to the picture. I learnt 
a lot from the experience of being at the wrong end of the 
scalpel, and not the least was a new appreciation of the mag- 
nificent efforts of the nursing staff. How they can keep smiling, 
still be gentle and considerate after anything up to thirteen 
hours a day I do not know. The fact that they maintain their 
efficiency and pleasantness day after day amazes one. They 
are poorly paid, badly fed, and treated in their off-duty time 
like children. One can only be filled with wonder and intense 
gratitude and hope that the opportunity may occur to repay 
in some way the debt which one owes for so much. kindness 
and consideration.—I am, etc., 

“ NAVAL PATIENT.” 
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Rationing of Fuel 


Sir,—I have read the letter of Dr: R. L. Worrall (May 9, 
p. 597) with some surprise. He urges that the medical pro- 
fession should protest against fuel rationing on the ground that 
a reduction in the amount of fuel used for heating houses 
would be injurious to health. Waiving the question whether 
Dr. Worrall does not overestimate the injury to health likely 
to result from inadequate heating of houses (the overheating 
of many well-to-do houses by excessive central heating is 
probably quite as serious a menace), I would remind him that 
One important object of the proposed rationing is to ensure 
that everyone (especially people with little room for storage) 
gets a fair share of the fuel available, just as with other forms 
of rationing. Rationing, indeed, is calculated to prevent people 
from suffering from inadequate heating, not to cause it. More- 
Over, rationing is not only intended to enforce due economy in 
the use of coal but also in the use of gas and electricity. 
There is much unnecessary consumption of these in very many 
households.—-I am, etc., 

escener. C. KILLICK MILLARD. 

Sir,—Most doctors will note with deep concern Sir Stafford 
Cripps’s recent statement, during the debate on coal rationing, 
to the effect that it would be an easy matter for the doctor to 
fill in a certificate for extra coal for an invalid when writing 
out his prescription. This is typical of the casual attitude of 
the official mind in imposing still further burdens on the already 
overdriven general practitioner—an attitude which shows an 
entire disregard (and possibly ignorance) of the working con- 
ditions in the usual busy surgery. Possibly this is partly due 
to the fact that higher officials and Ministers of State them- 
selves come in contact mainly with the exclusive type of con- 
sultant who sees but few private patients in a day. 

In the case of Sir Stafford—one of the finest legal minds in 
the country—it is ‘strange that he should overlook the fact that 
he is asking the doctor to work against his most ancient and 
honourable tradition of putting his patient’s interest first. How 
would Sir Stafford like to be briefed to act—at often non- 
existent fees—for a client and for the State at one and the same 
time? Weighing the evidence between the patient’s needs and 
duty to the State is not always an easy matter, especially as 
there are many borderline cases. 

Moreover, what possible medical interest can there be in*this 
craze for certificates, and is it in the public interest or a help 
to the art of medicine that the doctor’s time should be employed 
in filling in innumerable certificates (extra milk and eggs, fire- 
watching exemptions, to mention a very few) for the benefit 
of officials who can and do increase their staffs by thousands 
of unnecessary clerks at the word of some Minister? Do the 
public realize that if the doctor’s time is to be so employed 
with red tape and certificates he cannot give so much time 
to clinical work for which he has undergone his training. If, 
indeed, it is to be assumed in future that the medical man’s 
duties should be so largely taken up with bureaucratic work, 
then I suggest that the medical schools would be wise to pre- 
pare their students in advance by a course of instruction in 
the filling-in of forms. Some say that the pen is mightier than 
the sword, but is the doctor’s pen to supplant his stethoscope? 
—I am, etc.. 

JoHN C. C. LANGFORD. 








The Tavistock Clinic (the Institute of Medical Psychology) has 
suffered heavily in the war, for its home in Central London, from 
which it had previously been evacuated, was reduced to rubble in 
an early raid. But, through the hospitality of Westfield College, 
Hampstead, it has carried on an excellent year’s work, as the report 
for 1941 makes evident. During that year it dealt with 754 new 
patients, about equally divided between adults and children, and the 
number of attendances was over 12,000. A limited programme of 
educational work has also been undertaken, particularly for students 
seeking diplomas in psychology. Lectures on elementary mental 
health have been delivered in London shelters throughout the year, 
and a number of successful discussion groups have been organized 
at the Clinic. Several members of the staff who are absent on 
service have, in the course of their wartime duties, been collecting 
information on psychological problems as presented under the stress 
of present conditions, and it is hoped that these studies will be fully 
collated when peace returns. 
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Obituary 








JOSEPH B. DELEE, M.D. 


Prof. Joseph B. Delee died at his home in Chicago in the 
first week of April, aged 72. Often described in the American 
lay press as “ No. 1 obstetrician, U.S.A.,” he was actually the 
world’s foremost obstetrician. He was born at Cold Springs, 
New York, and had lived in Chicago since graduation at the 
North-Western University Medical School in 1891. He decided 
to devote his life to obstetric practice, and after postgraduate 
study in Vienna, Berlin, and Paris he founded in 1895 the 
Chicago Lying-in Hospital and Dispensary. He was professor 
of obstetrics at his Alma Mater from 1896 to 1929, and at the 
University of Chicago from 1929 to 1935, when he was made 
emeritus.professor. In 1903 he founded the Chicago Maternity 
Centre, which is now attended annually by 3,000 expectant 
mothers and 300 medical students. He was largely responsible 
for the building in 1930 of the present-day Chicago Lying-in 
Hospital. 

His writings earned him a world-wide reputation: his text- 
book Principles and Practice of Obstetrics, now in its 7th 
edition, is unequalled in text and illustration; and his com- 
ments on the abstracts in the Year Book of Obstetrics, for 
which he had been responsible for 39 years, were uniquely 
lucid and stimulating. He was an Honorary Fellow of the 
Edinburgh Obstetrical Socjeiy. His writings also show how 
keen a student he was of the history of obstetrics. During a 
European tour in 1938 he made a long-planned pilgrimage to 
the tomb and library of William Smellie in Lanark ; he then 
derived particular pleasure from being able to handle a book 
written by Smellie in which are annotations in the author’s 
handwriting. Finding no chairs in the room at the Lindsay 
Institute in which the library is now housed, he kindly arranged 
for two armchairs of Chippendale design to be acquired. 
Dr. DeLee had two hobbies—his farm and photography ; the 
latter he put to great practical use by producing a wonderful 
series of motion pictures illustrating obstetric procedures. 

Prof. DeLee was one of the earliest advocates of the lower 
segment Caesarean section, and he was the first obstetrician 
to insist on the use of face-masks in midwifery practice. 


M. H. P. 


Dr. REGINALD CARMICHAEL WORSLEY died on May 22 at 
Nottingham. Born in 1865S at Salcombe Regis, Devon, he was 
educated at Forest School, Essex, and qualified M.R.C.S., 
L.R.C.P. from University College Hospital, London, in 1891. Dr. 
Worsley had a long life of varied practice that gave him a wide 
experience. For several years he practised at Ramsgate, where 
he was honorary surgeon to the Ramsgate and St. Lawrence 
Royal Dispensary. In 1900 he went to South Africa, where he 
settled at East London, holding the appointments of medical 
officer to H.M. Customs and constructional medical officer to 
the Cape Government Railway. Returning to England in 1907, 
he practised for many years at Coventry. After the death of 
his first wife in 1915 he married again in 1918, and went to 
practise in Devon, which had always been his ultima thule. 
After many years at Topsham he practised for a short time at 
Black Torrington, and then went to Mitcheldean, Gloucester- 
shire, to be nearer his son. In his last few years he practised at 
Carlton, Notts, where he died—as he had always wished—in 
full harness. A. W. writes: From the earliest my memories of 
him were of an indefatigable worker whose interest in his work 
and inflexible devotion to duty were his basic code of life. He 
was one with whom a promise was as inviolable as an oath. He 


was a devoted husband and father, whose life and conduct were . 


at all times founded upon the principles of a deep but simple 
religious Christian conviction. Essentially a man to use his 
hands, he was a carpenter whose skill equalled many a regular 
craftsman’s. His experiences in South Africa in those pioneering 
days gave him the opportunity to develop a great natural genius 
for surgery and also for midwifery. I have seen him do an 
emergency operation in a back-veldt farm with a hastily impro- 
vised theatre outfit of ordinary domestic utensils, under the 
worst possible conditions—but a special blessing upon his work 
always brought the patient through. In his younger days he 


was a great gymnast, a man of unusual strength. A very early 
memory is of him tearing a pack of cards in two with apparently 
no effort. He was fond of music, especially singing, of wood- 
carving, sketching, and painting. Of later years all his interests 
were centred upon his work. 


The death on May 20 of Dr. HaRoLD ANTOINE DES V@UX 
at his house, Battramsley Close, Lymington, removes a senior 
member of the profession whose name is still remembered with 
affection and regard by both colleagues and patients. He 
studied at St. George’s Hospital, whence he became M.R.C.S. 
in 1883, L.R.C.P. in 1884, and M.D.Brux. in 1888. In partner- 
ship with Dr. H. H. Menzies he was for a long period of years 
a very successful and popular general practitioner in the West- 
minster area of London: both partners were distinguished by 
professional efficiency, courtesy, and all the characteristics of 
the best type of doctor. Harold des Voeux had shared 
“ diggings ” when a student with another equally popular and 
successful friend, the late Fred Warner. Eventually, full of 
years, des Voeux retired to the country, and his spruce bearded 
figure was seen only occasionally in London thenceforward. 
His many friends were delighted when, not long after his retire- 
ment, he inherited a very substantial legacy from a patient who 
described herself in her will as “one of his most troublesome 
patients.” He was president of the Smoke Abatement Society. 
Among the men of his day in London few had so wide a circle 
of friends as had Harold des Veeux. 


Dr. WAYLAND CHARLES CHAFFEY died suddenly on May 8 at 
Hove. A large part of his working life had been devoted to 
disease in childhood. He was born at Clapham in 1856 and 
studied medicine at St. Bartholomew’s Hospital, taking the 
M.R.C.S. in 1879, the M.B.Lond. in 1881, and proceeding to the 
M.D. in 1899. His first appointment was that of house-surgeon 
to the Victoria Hospital for Children, Chelsea, where he worked 
for two years ; he was then for a year senior resident medical 
officer to the Hospital for Children, Pendlebury, near Man- 
chester, and in 1883 returned to London as medical registrar 
and pathologist to the Hospital for Sick Children, Great 
Ormond Street. In 1885 he set up in practice at Hove and was 
appointed to the visiting staff of the Royal Alexandra Hospital 
for Children, Brighton; in 1907 he was elected consulting 
physician to that hospital. He joined the B.M.A. as long ago 
as 1883, and at the Annual Meeting at Brighton in 1913 was 
vice-president of the Section of Diseases of Children; he was 
also a past-president of the Brighton and Sussex Medico- 
Chirurgical Society. Dr. Chaffey was a man of varied pursuits 
outside his profession: he collected curios and old chinaware, 
painted in pastels, and had been a keen fisherman and lawn 
tennis player. He retired from active work six years ago. 


Prof. Wm. Fletcher Shaw, P.R.C.O.G. writes: The passing of 
RUSSELL ANDREWS is a sad blow to his many old friends in the 
Royal College of Obstetricians and Gynaecologists, which he 
did so much to found, and then to guide and direct in its early 
days. It was the foundation of this College which brought me 
into close contact with Russell Andrews, and | shall always be 
grateful to it for letting me know so well a character of such 
honesty of purpose and loyalty. The first committee set up 
to consider whether the proposals made were practicable, and, 
if so, what means should be taken to bring them to fruition, 
consisted of Blair-Bell, Comyns Berkeley, Maclean, and myself, 
and in a short time we co-opted Russell Andrews. To found a 
college is no easy matter, nor are there any precedents to work 
upon, while opposition lurks round every corner. Russell 
Andrews was a tower of strength. After every rebuff he was 
always ready to begin again. His sane outlook realized the 
attainable limit, while his strength of character opposed the 
acceptance of compromise less than this, and he could always 
be counted upon to support in council or in public what he 
had advocated in private. When the College was registered 
Russell Andrews became a member of the first Council, and for 
many years was the chairman of its examination committee. 
In every examining body this is one of the most important 
offices, but in a new college striving for new ideals the post is 
particularly difficult and calls for special gifts, which fortunately 
Russell Andrews possessed: sympathy with those ideals, but 
a robust common sense which recognized how far examina- 
tions could go in giving expression to those ideals, and an 
imperturbable temper which was never ruffled by criticism, and 
a kindly humour which turned away wrath. Russell Andrews 
was a tower of strength to theeyoung College, and his old friends 
mark his passing with regret, but remember with thankfulness 
the privilege of having known so well such an honest and loyal 
gentleman. 
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Universities and Colleges 





UNIVERSITY OF CAMBRIDGE 
At a Congregation held on May 23 the following medical 
degrees were conferred, the first three by proxy: 
M.B., B-Cuir.—H. L. McMullen, A. P. Bentall, C. N. Carter, R. D. S. 


Rhys-Lewis. 

UNIVERSITY OF LONDON 
The following candidates have been approved at the examina 
tion indicated : 

Tuirp MB. B.S—!3C. J. Champ, 1241. M. Hill, 12T. L. Kennedy 
14Vera J. McMullen, 12D. Weitzman, J. N. Aston, W. J. Atkinson, G 
Auckland, V. Biackman, V. M. Borrelli, V. R. Bruce, B. S. Cardell, Lilian M. 
Chant, R. Citron, D. M. H. Cogman, A. F. Crick, J. H. Dadds, J. A. LI. 
Davies, Joyce A. Davies, G. S. Davis. Elizabeth S. A. de Wit, Mary R. Ellis. 
D. T. R. Evans. P. R. C. Evans, R. J. Evans, P. J. Fawkner-Corbett, H. P. 
Ferreira, H. McD. Forde, H. D. Freeth. W. W. Goddy, J. P. Haile, Prudence 
Halton, G. T. Hammond, Margaret Hargreaves, R. A. Henson, A. C. Higgitt, 
E. Hirschowitz, T. D. S. Holliday, D. D. A. Jayamanne, P. G. S. Johnson, 
A. K. Jones, E. P. Jones, H. P. Jones. R. Keen, G. C. Kennedy, Ursula J 
Lister, B. S. Lush, G. E. McFall, Annabella J. McGowan, T. McKeown, E. 
a H. N. Mansfield, Betty M. Margetts, J. K. Martin, V. H. Mariindale 
& C. Massey, P. B. Maxted, B. Messer, Christine M. Millar, L. Miller, 
“alin S. Millett, B. B. Milstein, J. A. U. Morgan, T. K. Morgan, F. W. Nash, 
K. R. Ogilvie, L. J. Page, A. C. Parkinson, J. N. M. Parry, A. Pearlman, 
Phyllis Poyner Wail, R. J. W. Rees, P. B. Riley, D. J. Robertson, G. K. T. 
Roche, C. F. Ross, R. T. Routledge, C. F. Scurr, K. N. Sinha, J. S. Stead, 
S. D. Stock, P. H. D. Stone, S. J. Sutton, D. H. Teasdale, Margaret V. 
Teichmann, E. B. Thornton, A. Tickner, K. R. Todd, D. J. Trevan, P. S 
Tweedy, A. Venner, P. M. Vicary, C. E. M. Ware, P. C. Watson, K. T. 
Weavers, E. J. E. Webb, F. T. Wheeldon, J. Wilks, P. N. Wilman, J. M 
Wilson 

1 With honours. 2 Distinguished in pathology. 3 Distinguished in medicine 
4 Distinguished in applied pharmacology and therapeutics. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the College, with Mr. J. W. Struthers, President, 
in the chair, the Honorary Fellowship was conferred on Lieut.- 
Gen. Alexander Hood, C.B., C.B.E., M.D.. Director-General. 
A.M.S., and on Prof. A. T. Jurasz, M.D., Hon. F.R.C. S.Eng.., 
Dean of the Polish Faculty of Medicine in a. 








The Services 





Air Commodore A. E. Panter, R.A.F., has been appointed 
Honorary Surgeon to the King, in succession to Air Commodore 
A. S. Glynn, R.A.F., retired. 

The Gilbert Blane Medal for advance in medical science in 
its application to the naval service has been awarded to Surg. 
Cmdr. E. R. P. Williams, R.N. 

The D.S.C. has been awarded to Prob. Temp. Surg. Lieut. 
J. Dickie, R.N.V.R. 

Squadren Leader Gordon Primrose Smith, R.A.F.V.R., received 
the O.B.E. (Military Division) in the New Year Honours. His name 
was missed when the lists published in the Journals of Jan. 10 and 17 
were compiled, because his degrees of M.B., Ch.B.Ed. were not 
included in the official entry in the London Gaz ette. 


CASUALTIES IN THE MEDICAL SERVICES 

Surg. Cmdr. FRANK Cecil MayaLL BaMrorb, R.N., is 
reported missing, presumed killed in action in H.M.S. Dorset- 
shire. He was the younger son of Mr. F. L. Bamford of 
Glasgow and was educated at the University of Glasgow, where 
he graduated M.B., Ch.B. in 1926. After holding the post of 
resident surgeon at the Western Infirmary, Glasgow, he entered 
the Royal Navy in 1928, was promoted surg. lieut.-cmdr. in 
1933, and became surg. cmdr. in 1939. He had been a member 
of the B.M.A. since qualification. 


Surg. Lieut. Basit RICHARD Bray, R.N.V.R., was officially 
posted as “ Missing, Presumed Killed.” It is now anrfounced 
that he was killed in action in the Battle of Crete in H.M.S. 
Greyhound on May 22, 1941. He was 27 years of age, and was 
the only son of Dr. and Mrs. F. R. Bray of Sheffield, and 
received his earlier education at the Leys School before entering 
St. John’s College, Cambridge. 


Capt. JAMES WOLFENDEN CRAWFORD, R.A.M.C., who died on 
active service in India on May 5, was born on April 13, 1910, 
the elder son of Dr. and Mrs. R. Crawford of Heaton, Bradford. 
and was educated at the University of Edinburgh, where he 
graduated M.B., Ch.B. in 1933. He had held the posts of anaes- 
thetist at St. Luke’s Hospital, Bradford, house-physician at the 
Royal Hospital for Sick Children, Edinburgh, and house- 
surgeon to the special departments of the Victoria Infirmary. 
Glasgow, before settling in practice at Kelso. He entered the 
R.A.M.C. in April, 1940. He leaves a widow and one daughter. 


War Subs. Capt. WILLIAM DOUGALL, R.A.M.C., who died on 
active service on April 16, was born on July 12, 1914, and was 
educated at the University of Glasgow, where he graduated 
M.B., Ch.B. in 1939. He entered the R.A.M.C. as temp. 
lieut. in March, 1940, and was promoted a year later. His 
home was at Paisley, and he joined the B.M.A. soon after 
qualification. 

Prisoner of War.—Lieut. G. C. T. Burns, N.Z.M.C. 

Missing.—Capt. K. Daniels, R.A.M.C. 


DEATHS IN THE SERVICES 


Lieut.-Col. Sir HENRY ALBERT JOHN GIDNEY, I.M.S. (ret.), died 
suddenly of heat stroke at New Delhi on May 5, and so ended a 
remarkable career. He was born on June 9, 1873, at Igatpuri on 
the Western Ghats, the son of an Irish father and an Indian 
mother, and was educated at Calcutta Medical College as a 
military pupil. After completing his course there he was posted 
in 1894 to the Indian Subordinate Medical Department in 
Bombay as fourth-class assistant apothecary, and rose to third 
class in 1896. He then studied at Edinburgh and University 
College, London, qualified L.S.A. in 1896, and also took the 
F.R.C.S.Ed. and D.P.H.Camb. in 1902, and the D.O.Oxf. in 
1910. ‘Sake the I.M.S. as surg. lieut. in 1898, he became 
lieut.-col. in 1917, and retired in 1918. He served in the China 
War of 1900-1; at the relief of Peking and the action at Peht- 
sang (medal with clasp); on the North-East Frontier of India 
as senior medical officer in the Naga Hills Campaign in 1913; 
and on the North-West Frontier of India in the war of 1914-18, 
and was wounded in 1915. After his retirement he played a 
considerable part in Indian politics and wielded great influence ; 
for nearly 20 years he was the chief representative of the 
* domiciled community,” formerly known as Eurasians, but now 
as Anglo-Indians. In 1922 he became a member of the Legis- 
lative Assembly of India, and in 1941 was appointed a member 
of the new Indian Defence Council. He was knighted in 1931. 


Lieut.-Col. JOHN ALLAN ANDERSON, R.A.M.C. (ret.), died at 
Edinburgh on April 23, aged 61. He was born at Edinburgh 
on November 11, 1880, and was educated at the University 
there, graduating M.B., Ch.B. (with honours) in 1903. He also 
took the D.T.M. in 1909 and the D.P.H. in 1914. He entered 
the R.A.M.C. as lieut. in 1905, became brevet lieut.-col. in 1919, 
and retired in 1926. After his retirement he was appointed a 
Home Office inspector under the Cruelty to Animals Act, 1876, 
with his centre in Edinburgh, whence he visited laboratories in 
Scotland and the North of England. He had served throughout 
the war of 1914-18, first in Fianders with the original B.E.F., 
being present at the Battle of Mons, and later in Salonika, 
where he acted as A.D.M.S. from 1917 to 1919, and was 
awarded the Serbian Order of St. Sava (Third Class) in 1922 
He had been a member of the B.M.A. for 26 years. 











Medical Notes in Parliament 











Notifications of Tuberculosis 


Mr. ERNEST BROWN stated on May 21 that provisional figures 
showed that during the first 16 weeks of this year the number 
of cases notified as tuberculosis (but not all necessarily con- 
firmed as such) was 15,525 in England and 1,193 in Wales. The 
corresponding figures for the first 16 weeks of 1939 were 15,120 
and 1,244 respectively. He understood that the interim report 
on the investigation by the Medical Research Council of the 
increase in tuberculosis among women could be expected in the 
near future. 


Vaccination and Small-pox in the Army 


Mr. ALFRED EDWARDS suggested on May 21 that the Secretary 
of State for War, “as no cases: of small-pox had been recorded 
among soldiers during this war,” should give orders that vaccina- 
tion was only to be carried out at the request of individual 
militiamen. Sir JAMES GRIGG replied that vaccination and 
inoculation in the Army were not compulsory. There was no 
distinction in this respect between men who originally joined the 
militia and others. A number of unvaccinated soldiers in 
certain theatres of war had died from small- -pox, and he there- 
fore did not propose to issue instructions restricting vaccination. 


Digestive Disorders in the R.A.F. 


Sir ARCHIBALD SINCLAIR informed Sir FE. Graham-Little on 
May 21 that the men invalided from the R.A.F. since the out- 
break of war on account of digestive disorders were about 17°, 
of all those discharged for all diseases. The dietary of the 
Force was under expert investigation. Laboratory and field 
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tests of the vitamin content of foodstuffs both before and after 
cooking, and of their digestibility and nutritive value, had been 
undertaken and improvements made in the light of the know- 
ledge gained. In general the diet of the R.A.F. was well 
balanced, and there was no deficiency of any essential ingredient. 


Public Nurseries —In England and Wales the numbers of part-time 
nurseries, formerly called nursery centres, are: 141 in operation; 55 
approved but not yet working ; 22 in an earlier stage of prepara- 
tion. For whole-time nurseries the figures are : 312 in operation ; 
484 approved but not yet working: 254 in an earlier stage of 
preparation. 


Notes in Brief 


The Minister of Health has decided to publish a White Paper on 
the prevalence and control of scabies. 

Mr. Herbert Morrison and Mr. Brown lately issued instructions 
to the National Fire Service and local authorities respectively about 
steps to be taken to prevent mosquitoes breeding in tanks and other 
collections of water stored for fire-fighting purposes. 








EPIDEMIOLOGICAL NOTES 


Discussion of Table 





In England and Wales the returns for the common infectious 
diseases differed considerably from those for the preceding 
week. There were more cases of measles but fewer of scarlet 
fever, whooping-cough, and diphtheria. 

The incidence of measles, with 886 more cases than last week, 
is tending to rise im most counties, but notably in London, 
Middlesex, Essex, and Lancashire, where 205, 196, 134, and 
283 more cases were notified than in the previous week. 

For the fourth consecutive week the notifications of 
diphtheria have fallen, there being 77 fewer than in the pre- 
ceding week. The incidence was highest in Lancashire, where, 
during the present year, one-fifth of the weekly cases have been 
recorded. 

The trend of the notifications of whooping-cough during the 
present year has been masked by occasional large fluctuations. 
During the week under review 224 fewer cases were recorded 
than in the week before. The largest declines were those of 
Warwickshire. Lancashire, and Yorks West Riding, with 47, 44, 
and 41 fewer cases. In London and the Eastern Counties there 
was an increase in the notifications. 

There was a rise in the incidence of cerebrospinal fever in 
most counties, with the result that the total for. the country 
went up by 29 cases. Although no county had a large increase, 
only nine English counties were without a case: 14 were noti- 
fiéd in Wales—a fall of 10. 

A fall of 16 in the notifications of dysentery resulted in the 
lowest weekly total of the past eight months. The only new 
outbreak occurred in Surrey. Epsom and Ewell M.B., where 
there were 17 cases. 

In Scotland there were 105 fewer cases of measles than in 
the preceding week: in Glasgow. with 448 cases. there were 
only 5 fewer than in the previous week. In Glasgow, also. were 
notified 22 of the 55 cases of cerebrospinal fever and 37 of the 
77 cases of whooping-cough. Of the 67 cases of dysentery— 
14 more than in the past week—18 were recorded in Edinburgh. 

In Eire typhus has again appeared, 3 cases being notified in 
the urban district of Westport. Co. Mayo. 

In Northern Ireland the epidemic of measles continued in 
Belfast. 287 cases being notified as compared with 159 in the 
preceding week. 


Returns for the Week Ending May 23 


The notifications of infectious diseases in England and Wales 
included the following figures: scarlet fever 1,122. whooping- 
cough 1.267. diphtheria 653. acute pneumonia 1.137. cerebro- 
spinal fever 158. dysentery 97. paratyphoid 3, typhoid 5. 











In a discussion on pelvic pain (Proc. Mayo Clin., 1942, 17, 11) 
R. Wilson and R. D. Mussey observe that there is much confusion 
about the type and function of nerves comprising the sympathetic 
nervous system. They state that this system is an efferent or effector 
system which acts by releasing acetylcholine at the endings of the 
pre-ganglionic fibres, and adrenaline at the endings of the post- 
ganglionic fibres. Anatomically it consists of the paravertebral 
chain and its communications—namely, the rami communicantes to 
the spinal cord and the efferent fibres to the viscera and other body 
structures. The so-called “‘ sympatheticosensory fibres,” they point 
out, have, in a strict physiological and pharmacological] sense, nothing 
in common with the true sympathetic nervous system except that they 
travel with the anatomic sympathetic fibres. These sensory fibres, 
which carry pain impulses from the pelvic viscera, have their cell 
stations in the posterior root ganglia, and should, they consider, be 
properly termed “ viscerosensory fibres.” 


No. 19 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 16. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Rirths and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including L ondon). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 
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* Includes primary form for England and Wales, Lond (administrative 
county), and Northern Jreland. 

+ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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Medical News 


Dr. Cyril Banks, M.O.H. for the City of Nottingham, has been 
elected president of the Society of Medical Officers of Health for the 
coming session in successiom to Sir Alexander Macgregor, whose 
year of office terminates on Sept. 30. 


The annual general meeting of the Fever Hospital Medical Services 
Group of the Society of Medical Officers of Health will be held at 
the London School of Hygiene and Tropical Medicine, Keppel 
Street, London, W.C.1, on Friday, June 12, at 3 p.m., when a dis- 
cussion will be opened by Dr. E. H. R. Harries on ‘* Typhus Fever 
—Clinical Aspects and Control.’”’ A meeting of the group council 
will be held at 2 p.m., when medical planning will be discussed. 

At the next meeting of the Medical Society for the Study of 
Venereal Diseases, to be held at 11, Chandos Street, W., on Saturday, 
June 27, Capt. H. C. Hair, R.C.A.M.C., will open a discussion on 
massive arsenotherapy of syphilis. 

A week-end conference on some aspects of social biology in 
relation to the war is being held under the auspices of the British 
Social Hygiene Council on Saturday and Sunday, June 6 and 7, at 
B.M.A. House, Tavistock Square, W.C. The first session will be 
devoted to three problems of social hygiene, the second to the 
human factor in production, and the third to population problems; 
on Sunday afternoon there will be a public meeting in the Great 
Hall, at 3.15 p.m., to discuss the life sciences and ethical values. 


Appreciation of the outstanding services rendered to Westminster 
Hospital by Mr. E. Rock Carling, F.R.C.S., was expressed by the 
Board of Governors on May 26, when the Right Hon. Reginald 
McKenna, in the absence of the president, Lord Wigram, moved 
a resolution from the chair proposing Mr. Rock Carling’s election 
as a vice-president. Sir Bernard Docker, chairman of the hospital, 
made special mention of the fact that Mr. Rock Carling’s knowledge 
and experience had been of invaluable use in the rebuilding of 
Westminster Hospital. The resolution was unanimously approved. 


The issue of the South African Medical Journal for March 28 is 
a quarterly scientific number containing articles on thirst at sea and 
sea-water enemata, microcephaly in young infants, treatment of 
experimental anthrax with sulphapyridine, and recent food infection 
caused by organisms of the Salmonella group. 








Letters, Notes, and Answers 
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QUERIES AND ANSWERS 


Persistent Psoriasis 

Dr. ArtHuR J. AMBRosE (Newquay) writes: S. C. M. (May 9, p. 600) 
wants opinions on a case of persistent psoriasis. Perhaps the 
patient is suffering from parapsoriasis, first clarified by Brocq, 
which is a chronic skin complaint having some of the character- 
istics of psoriasis, lichen planus, and seborrhoeic dermatitis. In 
one of my cases, which had failed to respond to treatment at a 
London skin hospital, I got a perfect cure by painting the lesions 
on the chest with pure liq. carbonis detergens and Dreuw’s oint- 
ment (acid. salicylic. 5%, chrysarobin 5%, ol. rusci 38S, sapo 
viridis and adeps lanae hydros 44 ad 3j). This ointment must not 
be used near the eyes, and necessitates the wearing of old clothes, 
as it rots them, but I strongiy recommend it as being very effective 
in this condition. For the face and as an alternative to Dreuw’s 
ointment I also used this paste: hydrarg. ammon. 10 grains, 
sulphur. praecip. 4 grains, ichthammol 3j, acid. salicylic. 10 grains, 
ol. cadi 3ss, calaminae prep. 3ij, zinci oxidi ij, paraffin. molle 
flav. 3ss. S.C. M. might like to try this instead of Dreuw’s oint- 
ment, as it does not ruin the clothes. 


An Explosion in the Theatre 


Dr. C. LEoNARD TRAYLEN (anaesthetist to the Willesden Genera} 
Hospital) writes: I should be interested to know if any reader has 
any experience of explosions when using the electric blower in the 
presence of ether anaesthesia for the purpose of drying the surface 
of wounds due to burns. I have heard of one occurring abroad 
with fatal results. Needless to say, we usually give nitrous oxide 
and oxygen with a minimum of ether if any is necessary. Now 
that trichlorethylene is coming into use the danger will be removed, 
because it is non-explosive, but this can be used only in a Boyle 
or McKesson machine and not by the ‘* open ”’ method. 


Removal of Tattoo Marks 


Dr. JoHN McLaren (East Kilbride) writes: Dr. Alfred A. Masser 
(May 16, p. 630) may find the answer to his query on p. 87, Extra 
Pharmacopoeia, 2\st edition, vol. i, as follows: ‘‘ Mass salicylic 
acid with glycerin to a dough; apply over the marks with a 
compress and strips of adhesive plaster and allow to remain in 
contact for a week. After the first dressing the epidermis over 
the marks is removed and a fresh application of the salicylic paste 
applied. Usually the second application removes.” 


Fungus on Glass 


Dr. R. D. Rep (Accra, Gold Coast) writes: Dr. A. H. Skinner’s 
inquiry (Feb. 22, 1941, p. 304) kas just been brought to my 
notice. For years | have put small fragments of wool dipped in 
creosote (medicinal—beechwood) in boxes containing microscope 
lenses. The growth of fungus on the glass surfaces is much 
retarded by the creosote vapour thus formed. Care must be taken 
to avoid liquid creosote touching paint or lacquer. 


LETTERS, NOTES, ETC. 


Complacency in Anaesthetics ? 


Dr. Frankis Evans (London, W.1) writes: A_ letter from 
Dr. R. E. Hope Simpson (May 23, p. 653) mentions the likelihood 
of Boyle’s machine exploding under certain unpredictable con- 
ditions. How we anaesthetists are “‘ unhonoured and unsung ” ! 
What heroes we are, exposing ourselves to explosions, furious 
flame, and battering blast ! What nerves of steel! As I feel 
that it was the presence of his tongue in his cheek that prompted 
Dr. Hope Simpson to write this letter, I think it time that I 
removed my own tongue from that position. Just in case his 
letter might be taken seriously by some, I should like to point out 
that we have some 15 Boyle’s machines in daily use at my Alma 
Mater, and so far we have had no explosion or fire in the past 16 
years ! 

Colour Films in First-aid Training 

In the Lancet of May 9 Mr. B. H. Humble and Dr. A. G. Mearns 
of Glasgow gave a short account of colour films in first-aid training, 
and we have now had an opportunity of seeing two of the films the 
authors use, which aré on 16-mm. kodachrome and are silent. 
The first film aims at teaching the first-aider how to make use of 
rolled newspapers and magazines and of scarves and handkerchiefs 
in treating patients for whom bandages and splints are not avail- 
able. The second shows the kind of accidents that happen at an 
“incident ” and the means of dealing with them. The films are 
in colour, and highly realistic results have been obtained by the 
use of plasticine, grease-paint, dyes, a Higginson’s syringe, and 
Southey tubing. The ingenuity that has been put into the prepara- 
tion of this cannot be too highly praised, and often it was indeed 
difficult to decide whether the wound was real or not. While the 
film shows some of the disadvantages of being taken by amateurs 
in cinematography, it nevertheless has the advantage of showing 
what the authors want to be shown, and not what the professional 
cameraman would consider to be a ‘ good shot.’ For teaching 
purposes the film must have concurrent spoken comment. If this 
were added we believe that such a film would be of use and 
certainly of interest to first-aid classes—and to first-aid lecturers, 
many of whom would welcome an opportunity of making their 
classes Jess tedious. Such a film as the one Mr. Humble and Dr. 
Mearns have prepared will correct the many false impressions 
first-aiders may have of what a wound really looks like. 


An Offer of Forceps 


Dr. S. has a pair of Barnes-Neville axis traction forceps which have 
not been used for some years and which were bought about 1917. 
They have been replated. Dr. S. would be glad to give them to 
someone who may have lost his or her instruments in an air raid 
or be in some need for other reasons. Inquiries should be 
addressed to the Editor, B.M.J. 
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